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VETERANS ADMINISTRATION HOSPITAL ISSUE 


relief from pain, 
fever, and 
inflammation 


DARVON COMPOUND 


(dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Usual Dosage: 1 or 2 Pulvules® three or four times daily. 
Also Available: DARVON COMPOUND-65 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


BENADRYL Hydrochloride (diphen- 
hydramine hydrochloride, Parke-Davis). 
Kapseals® of 50 mg.; Capsules of 25 mg.; 
Emplets® (enteric-coated tablets) of 50 


g.:in aqueous solutions: l-cc. Ampoules, 
50 mg. per cc.; 10- and 30-cc. Steri-Vials,® 
10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 cc.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCl with 25 mg. ephedrine 
sulfate. INDICATIONS: Allergic diseases 
such as hay fever, allergic rhinitis, urti- 
caria, angioedema, bronchial asthma, 
serum sickness, atopic dermatitis, 
contact dermatitis, gastrointestinal 


allergy, vasomotor rhinitis, phys- 
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ical allergies, and allergic transfusion re- 
actions, also postoperative nausea and vom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
—adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
400 mg. daily. High doses 

may be required in acute, gen- 

eralized or chronic urticaria, 


allergic eczema, bronchial 


status asthmaticus. 


Avoid 


asthma, and 
PRECAUTION: 
perivascular injection. Single parenteral 


subcutaneous or 


dosage greater than 100 mg. should be 
avoided, particularly in hypertension and 
cardiac disease, Products containing 
BENADRYL should be used cautiously 
with hypnotics or other sedatives; if atro- 
pine-like effects are undesirable; or if the 
patient engages in activities requiring 
alertness or rapid, aceurate response (such 
as driving). Ointment or Cream should 
not be applied to extensively denuded or 
weeping skin areas. Preparations con- 
taining ephedrine are subject to the 
same contraindications applicable to 
ephedrine alone. 
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when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
‘an t resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms, 

antihistaminic action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal 
upset, urticaria, edema, pruritus, and coryza. 

antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 


of gastrointestinal spasm, abdominal pain, PARKE-DAVIS | 


nausea, and vomiting. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


antihistaminic-antispasmodic 
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check of 
diarrhea 


™ Curbs excessive peristalsis 
i Adsorbs toxins and gases 


Soothes inflamed mucosa 
i Provides intestinal antisepsis 


TRADEMARK 


FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P... 2Gm. 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- 
ment; reduce dosage as diarrhea 


subsides. 


LABORATORIES 
New York 18, N. Y. 


Children: teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIPEN 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms, 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 
® 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 


Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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Pain Reliever 


Professional confidence in the uniformity, 
potency and purity of Bayer Aspirin is evi- 
denced by ever increasing recommendation. 
Today Bayer Aspirin is the most widely 
accepted brand of analgesic in the world. 

We welcome your requests for samples 
of Bayer Aspirin and Flavored Bayer Aspirin 
for Children. 


THE BAYER COMPANY, DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N.Y, 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocort 


Triamcinolone LEDERLE 
OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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has iong since prove its 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “‘special-purpose”’ steroids. 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.!:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates*® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.’ 


Hollander’ points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.’ 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T. H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 ( Dec.) 
1958. 

Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 

16 mg. ( white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Vitamin A ...... 29,000 U.S.P. Units 
Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Mononitrate. ....... 10 mg. 
Riboflavin ................ 10mg. 
Niacinamide ..............- 100mg. 
Vitamin C. 
Pyridoxine 


Calcium Pantothenate ......... .20mg. 


Squibb Qualtty—the Priceless Ingredient 


‘Theragran’® iS a Squibb trademark 
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© hutrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state? 


1. Youmans, J. 8.: Am. J. Med. 25°659 Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 2 Kampmeier. R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 


3. Fernandez-Herlihy. L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 
Research Council.” W.H. Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S.L.: Therapeutic Nutrition 


onal Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


99¢5 
American adult. 6 Overhoiser,W.. and Fong. T.C.C. in Stieglitz. E. Geriatric Medicine, 3rd edition. J. B. Lippincott. Philadelphia. 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7. Goldsmith, ¢ a: 


Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8 1960 Reported in: Medica! Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet.... There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W. B. Saunders, Philadelpnia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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90% 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 
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results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 — 
10 Ichthyosis 3 4 3 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 l 
10 Neurodermatitis 10 _ 


SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardeau, Ince. 75 east 55th Street, New York 22, N. Y. 
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| mutually potentiating nonsteroid antirheumatics 


‘superior to aspirin’? and with a “higher ‘therapeutic index’”! 


: . When sodium should be avoided— 
PABALATE-SODIUM 


When conservative steroid therapy 1s indicated — 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In cach pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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IN COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPAGE™ 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the boggy 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


(| [jsitlovep LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N. Y. age of tissue without interfering with ciliary activity 

or the protective mucous blanket. 
® For wide latitude of effective and safe treatment, 
NEO- SYN ep r RIN Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochlo sprays for adults and children; in solutions from 
hydrochionde 14%4% to 1%; and in aromatic solution and water 


: NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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The cigarette that made the Filter Famous! 


KING SIZE 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste... makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


©1961 FP. LORILLARO CO. 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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Fach of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Denver, Colo. 
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Denver, Colo. 
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Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y. Norwich, Vt. 


DELALUTIN offers these advantages over other progestational agents 


¢ long-acting sustained therapy ¢ more effective in producing and maintaining a 
completely matured secretory endometrium ¢« no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses * fewer injections required * low viscosity makes administration easy 


Complete information on administration and dosage is supplied in the package insert 
Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oi) 
Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproa’ 
in castor oil, preserved with benzyl alcohol. 


| i Squibb Quality — The Priceless Ingredient 


*‘DELALUTIN’® Is A SQUIBB TRADEMARK 
08 
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over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


| simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 


CO 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEpROTABS* — 400 mg. unmarked, coated tablets; and 

as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


Qi WALLACE LABORATORIES / Granbury, N. J. 
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clinical use... 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.’ Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.° 


Composition: Soma (carisoprodol), 200 mg.; 


® phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: | or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (‘ompound codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only “4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 2 grain. 
Composition: Same as Soma Compound plus “% grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


WALLACE LABORATORIES Cranbury, N. J. 
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| and patient respond to 
| | | | | TRINSICON’ 


(hematinic concentrate with intrinsic factor, Lilly) 
For a rapid hematological response 
striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 


producing in ten days an Hb and RBC re- 

sponse comparable to that obtained after a 

transfusion of one pint of whole blood. For 

potent, complete anemia therapy, prescribe 


Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 
Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 
Vitamin By with Intrinsic Factor 
Concentrate, N.F.. . . . . 1.N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


toCobalamin. ......... 15 mcg. 
(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C). . . . . . 150 mg. 


XX 
f 
‘ 
4 i 
< 
4 
: 
ee 
Frit 
‘ay 
5 
9 
: 
: 
a 
Red 
Regt 
3 
; 
q 
> 
> 
: 
a 
q 


MARCH, 1961 


Number 3 
VOLUME 33 


THE CHALLENGE OF PULMONARY 
CARCINOMAt 


@ Overwhelming evidence implicates smoking 
as the chief etiological factor in the develop- 
ment of cancer of the respiratory tract. The 


author recommends the elimination of smoking 
as the individual's best preventive measure. 


The great frequency, the reputed low 
cure rate, and the preventability of cancer 
of the lung presents a most unique chal- 


+Presented at the Delaware Academy of Medicine, Wilmington, 
Delaware on November 29, 1960. 

Richard H. Overholt, M.D., received his medical 
training at the University of Nebraska. Before 
moving to Boston where he is thoracic surgeon 
to Overholt Thoracic Clinic, New England Dea- 
coness and New England Baptist Hospitals, Dr. 
Overholt interned at the Pennsylvania Hospital 
and was Fellow and assistant instructor in 
surgery at the University of Pennsylvania. He 
is certified by the American Board of Thoracic 
Surgery. 


Marcu, 1961 


RicHArRD H. OverRHOLT, M.D. 


lenge. Correlation of data in the past 
three decades has clarified many facets of 
the problem. Doctors, generally, are better 
prepared to find early and localized cancer. 
Surgeons have streamlined diagnostic and 
management procedures. By setting ahead 
the time schedule of treatment, cure can 
be accomplished with less sacrifice of pul- 
monary tissue. There is definite cause for 
some optimism. 


The discussion to follow is based upon 
an experience with 2083 cases observed 
between 1932 and July 1, 1960 and will 
focus on the following: 
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Figure | 


Chest films in this case show that a discovery of abnormal area of density in right lower lung 
field was first made on survey film in 1945, and again in 1946. The 1947 film, shown above, 
revealed an area of similar size. No change was noted in a 1951 film. However, in 1956 the 


tumor had grown. 


At this time exploration revealed an unresectable adenocarcinoma. The 


patient succumbed in 1958—thirteen years after the discovery film. 


1. Rates of tumor growth 
2. Detection 

3. Identification 

4. Salvage accomplishments 
5. Prevention 


Rates Of Growth 


Several years, not months, measure the 
growth rate of a pulmonary cancer. The 
time from bronchial metaplasia to carcin- 
oma in situ, to a silent radiologic shadow 
extends over an _ indeterminate period. 
Then, from the first x-ray evidence of its 
existence to a symptom producing cancer, 
the time interval may extend over many 
more years. ‘There is sufficient evidence 
to support this conclusion. 


1. The multiple section and microscopic 
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examination of the bronchial system of in- 
dividuals coming to autopsy for other rea- 
sons reveal precancerous changes in some. 
This provides an advance look into the 
time schedule of growth. 


2. Lungs involved with primary cancer, 
surgically removed, frequently reveal 
structural alterations that have required 
long periods of time for development; such 
as, inspissation of mucus distal to obstruc- 
tion, fibrous thickening of bronchial walls, 
even carnification. 


3. Documentation by serial film of an 
abnormality actually records intervals of 
their existence. In many, such observa- 
tions have extended periods of several 
years. In Fig. I is shown films of a case 
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Challenge of Pulmonary Carcinoma — Overholt 


in which serial films revealed the presence 
of an abnormality for a period of thirteen 
years. The substance that produced the 
shadow proved to be an adenocarcinoma. 


Detection And Identification 


Mass screening, by collection of sputum 
or bronchial washings and their miscro- 
scopic examination, is not feasible. The 
time required for each search, the problem 
of training enough cytologists, and the 
over-all expense are insurmountable fac- 
tors. Furthermore, significant high false 
negative tests, in early and localized can- 
cer, makes such a method unreliable for 
mass detection. 


The early discovery of a cancer in this 
location can best be accomplished by X-ray. 
The inhaled air provides a natural media of 
great contrast. If the lung becomes a site 
for the development of a neoplasm, the 
alteration in density makes it extremely 
vulnerable for detection. A_ peripheral 
mass, 2 to 3 mm. in diameter, will cast a 
direct shadow. Lesions of similar small 
size, which occlude a bronchus with result- 
ing segmental or lobar atelectasis produces 
even more striking telltale evidence. The 
area of abnormal density is then magnified. 
Any unexplained persistent, uncalcified 
area of density discovered in the chest film 
of an adult must be viewed with great sus- 
picion. (Figure IT) 


After the discovery film, a supplementary 
radiologic study is necessary to rule out 
artifacts and densities due to a localized 
pleural or interlobar collection, vascular 
abnormalities, calcific deposits or transient 
inflammatory lesions. Once the presence 
of a bonafide soft area of density has be- 
come established as a fact, its cancer po- 
tential must be weighed against the time, 
expense, and the discomfort of its positive 
identification. In some, the diagnostic 
issue can be settled by bronchoscopy; in 
others, cytology; and in others, by biopsy 
of the cervical node. The more advanced 
the case, the easier it is to obtain tissue 
for histologic or cytologic study. Con- 
versely, this means that the earlier and 
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Figure Il 


This silent area of density was discovered dur- 
ing a city-wide survey in Boston in 1949. The 
substance that produced the shadow in this 
woman patient, aged 54, was an adenocar- 
cinoma. The lung was successfully resected 
on December 20, 1949. 


more favorable for cure, the more difficult 
it is to establish the true nature of the 
substance that has produced an abnormal 
X-ray shadow, short of surgical explora- 
tion. 


In a recent review of 100 consecutive 
localized cancers, treated in our clinic, 
it was found that the majority could not 
be positively identified prior to exploration. 
Of that number, only 40 yielded tissue 
bronchoscopically or secretions positive for 
tumor cells. In 60, the diagnosis was set- 
tled by exploration and total biopsy. The 
most realistic and direct approach for the 
majority of cases is surgical exposure and 
an appropriate excision of the cancer bear- 
ing segment, lobe, or lung. The risk of 
the exploration alone is a fraction of 1 per- 
cent. If a cancer is found and a resection 
of lung is necessary, then the risk is still 
under 5 percent. 


Contraindications To Surgery 


When faced with such a lethal disease 
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LUNG CA. — SURVIVAL 
JUNE 1932 — JAN. 1955 
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as untreated cancer of the lung, contrain- 
dications to surgery must be very rigid. 
There are but two major considerations 
which are as follows: 


1. Absolute or strong presumptive evi- 
dence of disseminated disease, such as me- 
tastasis to the liver, adrenals, brain, skin, 
pleura, trachea, contralateral lung or bone 
(other than direct extension to a rib on 
the ipsolateral side). The presence of 
metastasis in a cervical node or an exten- 
sion to the area of the phrenic or recurrent 
nerves does not necessarily mean that the 
growth is beyond surgical bounds. 


2. The contralateral lung must be func- 
tionally adequate if total pneumonectomy 
is contemplated. The capacity of the un- 
involved lung is difficult to assess preopera- 
tively. Then, the good lung and the heart 
carry the burden of the sick lung. Dis- 
turbing factors which interfere with the 
function of the better side include: 


a. Reflex bronchospasm. 
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b. Spill-over of secretions from involved 
to contralateral lung. 


c. A faulty O: uptake on the side of 
bronchial obstruction by tumor. This 
acts as a vascular shunt increasing 
the work load of the heart and the 
other lung. 


. Infection in the lung which harbors 
the tumor. 


Actually, very few patients with localized 
cancer need be rejected because of a ques- 
tionably reduced pulmonary reserve. In 
many, the tumor is localized to a segment 
or lobe, thus permitting a limited resection. 
Over 90 percent of the victims have been 
smokers and have acquired emphysema, a 
chemical bronchitis and excessive secre- 
tions. The latter are reversible to some 
extent. The majority of patients can be 
improved significantly by a few days or 
weeks of preparation by the simple expedi- 
ent of having them abstain totally from 
the use of tobacco together with the use 
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Challenge of Pulmonary Carcinoma — Overholt 


of bronchodilators and intermittent posi- 
tive pressure breathing. 


Salvage Rates 


Curability of cancer of the lung relates 
more directly to the extent of the process 
found at the time of surgical intervention 
than to any other factor. The survival 
of patients treated for localized cancer 
was 68 percent at the three-year follow-up 
and 53 percent for the five-year period. In 
the period between 1932 and 1960, 31 per- 
cent of all patients seen were rejected for 
surgical exploration on the basis of dis- 
seminated disease or because their general 
condition was critically poor. In Graph I, 
is shown the rates of survival for the vari- 
ous groups studied and treated between 
1932 and 1955. If the cancer had spread 
beyond its original site at the time of its 
removal, almost one-third of the patients 
lived more than three years and about 1 
out of 5 lived more than five years. Also, 
of those who ultimately died, there was 
a significant prolongation of life over those 
not treated surgically. 


At the top of Graph I is shown the sur- 
vival figures for cases of bronchial adenomas 
which comprised slightly under 5 percent 
of all the primary malignant lesions studied. 
The five-year cure rate for that group was 
88 percent. 


Higher Salvage Rates Possible 


1. Improved cure rates will depend upon 
earliest possible discovery, preferably be- 
fore symptoms or in the minimal sympto- 
matic state. Screening should be concen- 
trated among adult smokers. 


2. There must be realization of the fact 
that a negative bronchoscopic examination 
or negative cytological study of the bron- 
chial secretions does not rule out the pres- 
ence of cancer. 


3. Diagnostic thoracotomy and _ total 
hiopsy of the substance that has produced 
an abnormal area of radiologic density is 
the only way to settle the issue success- 
fully for many patients. 
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4. Patients with a low or border line 
pulmonary reserve can be benefitted by a 
few days or weeks of total abstinence from 
the inhalation of tobacco smoke. 


5. Survival rates can be improved by 
insisting that patients who have undergone 
surgery do not smoke. A cancer may de- 
velop at various sites in the bronchial 
system from multiple areas of metaplasia. 
More than one area of malignant transfor- 
mation can be initiated independently but 
each with a variable time schedule both 
as to onset and rate of growth. It is im- 
portant that patients in whom one cancer 
has been removed be advised to protect 
the remaining bronchial system from the 
chemical irritation of smoke. 


Prophylaxis 


There is overwhelming evidence that 
implicates smoking as the chief etiological 
factor in the development of cancer of the 
respiratory tract. The association is far 
greater when there is inhalation of cigarette 
smoke, day in, day out, and the practice 
is indulged in over periods of years. The 
non-smoker has a lower incidence of lung 
cancer than the smoker in all controlled 
studies, whether collected in rural or ur- 
ban areas, in occupational groups or cor- 
related by sex. Abandonment of cigarette 
usage, even after long exposure, is bene- 
ficial. No method of treating tobacco or 
filtering the smoke has been demonstrated 
to be effective in significantly reducing the 
risk of lung cancer. Most individuals who 
shift from regulars to filters, increase the 
daily consumption in order to satisfy the 
requirements of their addiction to nicotine. 
The overall intake of carcinogens is, there- 
fore, not lowered. 


Unless a safe cigarette is produced, the 
individual’s risk of lung cancer can best 
be reduced by the elimination of smoking. 
Doctors should so advise their patients, 
their relations, and their friends. The 
greatest strides in the future control of 
cancer in this location will be in the field 
of prevention. 
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@ Separating the cases of treatable hyperten- 
sion from the great group of hypertensive 
patients is becoming a greater responsibility 


for all physicians as treatment improves. 


HYPERTENSION CURED BY RESTORATION OF 


WILLIFORD Eppes, M.D. 


One of the most significant advances of 
recent years in the field of hypertension 
has been in the recognition and surgical 
treatment of occlusive disease of the larger 
renal arteries. The pure clinical counter- 
part of the experimental hypertension pro- 
duced by Goldblatt! can be reversed either 
by nephrectomy or by restoration of the 
circulation if neither kidney is damaged. 
The extensive investigations of Page’ and 
others +> have elucidated the humoral 
mechanisms involved in the production 
of hypertension by a kidney subjected to 
hypotension or even a decrease in pulse 
pressure. 


Proper separation of cases of relatively 


Williford Eppes, M.D., University of Mary- 
land, ’47, received his internship at State Uni- 
versity of Iowa Hospital and his residency in 
medicine at that institution and the University 
of Maryland Hospital. He served with the 8th 
Army in Korea and later as chief of the general 
medical section at William Beaumont Army Hos- 
pital in El Paso. Dr. Eppes is certified by the 
American Board of Internal Medicine and prior 
to entering private practice in Newark, was 
with the VA Hospital, Wilmington. 
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CIRCULATION TO A KIDNEY 


rare renal circulatory lesions from the 
numerous hypertensive patients has re- 
ceived much attention in the large teach- 
ing centers with recent rewarding results. 
The relative merits of the various special 
diagnostic procedures have yet to be set- 
tled. Differential renal sodium and water 
excretion,’ aortography,’ other differential 
renal function studies’ and radioactive Dio- 
drast screening,” each have their advocates. 
However, the clinical criteria which would 
lead to suspicion of renal circulatory lesion 
and to the performance of one or all of 
the special tests are well established by 
the data from increasingly large series of 
cases reported.* 7:9)!!! 


The most often repeated criteria are: 


1. Hypertension of sudden onset or sud- 
den worsening, particularly with rapid 
progression and development of al- 
buminuria, retinopathy or encephalo- 
pathy. 

2. Onset of hypertension before age 30 
or after age 55. 

3. Source of emboli, history of abdomi- 
nal pain, or trauma to the kidneys 
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ADEQUATE 


CASE REPORT AND DISCUSSION 


preceding hypertension. 

4. Whenever there is disparity in the 
size of excretory function of the two 
kidneys by I.V. Urogram. 


It is quite probable that the application 
of these criteria to the great volume of 
hypertensive patients seen in private prac- 
tice and in community hospitals could lead 
to an increase in the number of “cures” of 
hypertension. 


The following single case report is sub- 
mitted as an example, feeling that it will 
emphasize the importance of suspicion of 
this mechanism as a cause of hypertension. 
The normality of the routine studies form- 
erly recommended in thorough workup of 
hypertensive patients is also emphasized, 
as is the difficulty sometimes encountered 
in performing and interpreting the special 
studies which lead to the diagnosis. 


Case Report 


The patient, a 21 year old woman, was 
a secretarial worker for the duPont Com- 
pany. Her past health had been good with 
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FicureE I 


no history of renal trauma or sudden flank 
pain. Fortunately, she had been closely 
observed by routine annual physical ex- 
aminations at her place of employment. 
Data supplied by her industrial physician 
indicated she had albuminuria frequently 
since March, 1957, while hypertension first 
appeared in February, 1960. Because of 
the hypertension and minimal symptoms of 
headache and ankle swelling, she was ad- 
mitted to her community hospital in March, 
1960. 


Her admission blood pressure’ was 
200/140. Except for slight ankle edema, 
the remainder of the physical examination 
was normal. The optic fundi showed no 
hypertensive changes. 


Laboratory Findings 


Laboratory findings were as_ follows: 
Urinalysis showed 1+ albumin, was nega- 
tive for sugar, showed 9 to 10 white blood 
cells per high powered field on the centri- 
fuged sediment. Hemoglobin, hematocrit, 
white blood count and differential were 
normal. Blood urea nitrogen was 6.5 mg.%. 
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A chest x-ray was normal. P.S.P. test 
revealed 20% of the dye excreted in 15 
minutes; 45% in one hour. On a urine 
concentration test, specific gravity reached 
1.024 without albumin. Urine culture was 
sterile. An intravenous urogram was nor- 
mal. Regitine test for pheochromocytoma 
was negative. 


The hypertension did not subside mark- 
edly with bedrest, sedation and antihyper- 
tensive therapy. Because of continued 
suspicion of a possible renal cause of her 
hypertension, she was referred to a ur- 
ologist for differential renal function studies 
and aortography. 


Four separate “Howard’’’ tests were run 
in the course of two cystoscopies. Each 
time bleeding or leakage around the ure- 
teral catheter prevented collection of con- 
clusive data. The results did suggest per- 


Ficur_E II 


sistently lower total volume and sodium 
concentration in the urine from the right 
kidney. Translumbar aortography for 
visualization of the renal arteries was at- 
tempted but unsuccessful. The dye was 
injected under pressure into the lumbar 
tissues when the needle slipped out of the 
aorta. At this point, both the patient 
and her physicians, were tempted to settle 
for a diagnosis of essential hypertension. 
However, a second attempt at aortography 
on May 25, 1960, was successful. A two 
cm. stenosis of the midportion of the right 
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renal artery was demonstrated as a possible 
cause of a “Goldblatt kidney.” (Figure I) 


The patient was referred for vascular 
surgery to Dr. Paul Nemir, Jr., at the 
Graduate Hospital, University of Pennsyl- 
vania. He concurred in the diagnosis and 
on June 10, 1960, placed a bypass Teflon 
graft beyond the stenosis. Figure II shows 
the diagram of the operative findings and 
operative procedure. (Figure II) 


Immediately post-operative, her blood 
pressure remained mildly hypertensive in 
the range of 150 systolic over 90 to 100 
mm. diastolic. The urine became free of 
albumin and remained so. Gradually over 
the next three weeks, her blood pressure 
subsided to normal. Symptoms of head- 
ache and edema disappeared. Since July, 
1960, frequent pressure readings taken by 
her industrial physician on the job have 
averaged 114/76 in the right arm and 
118/80 in the left. At the time of publica- 
tion, she has remained asymptomatic and 
normotensive five months. 


Discussion 


As the operative procedure in this case 
consisted of bypass without excision of the 
renal artery stenosis, the pathology of the 
stenotic lesion must remain in doubt. At 
operation, Dr. Nemir described the lesion 
as a stenosis of rope-like consistency with 
a small, though otherwise normal, renal 
artery distal, and normal artery proximal 
to the stenosis. The marked similarity of 
this case to Case No. 3 of DeCamp and 
Birchall? in age, history, aortographic and 
operative findings would influence me to 
presume that the pathology might be 
similar. In their case, a two cm. segment 
of the right renal artery, which was excised 
for an end-to-end anastomotic procedure, 
showed “extensive fibromuscular prolifera- 
tion of the media with no change of note 
in the intima.” It was felt to represent a 
case of congenital stenosis of the renal 
artery. Yendt,'' et al, were more impressed 
by what they felt to be a degenerative pro- 
cess in the elastica and possibly the media. 
They assumed that hemorrhage had oc- 
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Hypertension Cured by Restoration of Circulation to a Kidney — Eppes 


curred into the arterial wall with subse- 
quent organization causing bilateral renal 
arterial stenosis in three young women. 
that arteriosclerotic plaques are by far the 
most common arterial lesion, producing 
renal arterial narrowing. 


Reported Cases Mounting 


The number of reported cases of hyper- 
tension cured or markedly improved by 
nephrectomy has mounted into hundreds. 
Reports of restoration of circulation to one 
or both kidneys by vascular surgical tech- 
niques are becoming more frequent since 
first reported in 1954 by Freeman.'? Re- 
ports of twenty-five cases were found at 
the time of this writing with at least fif- 
teen successful in restoring blood pressure 
to normal or near-normal levels. 


DeCamp and Birchall* have emphasized 
the importance of saving kidneys by using 
restorative vascular surgery when possible. 
They also emphasize the use of natural 
tissues with end-to-end anastomosis or 
splenic artery replacement of the left, or 
even right, renal artery. They have care- 
fully pointed out that the kidney beyond a 
renal arterial stenosis is often the better 
of the two kidneys, protected from develop- 
ment of nephrosclerosis by the obstruction. 
It seems probable that it may in some 
future cases prove feasible to restore cir- 
culation to a hypotensive kidney and re- 
move the other or “normal” kidney in which 
necrotizing arterolitis had set in. Such a 
hypothetical situation has experimental 
backing in the work of Floyer.'> He found 
that if a clip were left on a renal artery in 
rats more than eight weeks, removal of 
the clip left 50% of the rats still hyper- 
tensive. Then removal of the previously 
unobstructed kidney resulted in return of 
pressure to normal in some rats. Neph- 
rectomy on the side of obstruction was of 
no value. 


The importance of permanent adequate 
restoration of circulation to the hypoten- 
sive kidney is apparent. How “perman- 
ent” plastic prostheses as used in this case 
will be is not yet determined. Careful 
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follow-up reports on these cases of re- 
stored renal circulation by various methods 
of vascular surgery will determine the feas- 
ability of future variation. Biopsy of both 
kidneys at the time of surgery would pos- 
sibly be of help in the study of this aspect 
of the problem. 


Summary 

A case of severe hypertension in a young 
woman due to stenosis of the right renal 
artery is reported. Blood pressure was re- 
stored to normal by insertion of a Teflon 
prosthesis to by-pass the stenosis. The 
value of reconstructive vascular surgery is 
discussed and some speculation on the 
future of such surgery is made. 
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ADENDUM 


Since the original writing of this report, the excellent studies 
of Drs. Morris, Cooley, De Bakey and Crawford have appeared 
trom Baylor University Hospital. Their total of patients treated 
by revascularization of one or both kidneys now exceeds 60 with 
82% having been restored to normotensive. A great majority of 
their cases have been in the arteriosclerotic age and etiologic 
groups, and many have required additional aortic and iliac 
revascularization procedures. 
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CURRENT THERAPY OF COMMON MEDICAL PROBLEMS' 


THE PSYCHOTHERAPEUTIC AGENT 


@ The physician should understand the basic 
actions of the various groups of pychothera- 
peutic drugs and not use them indiscriminately 
or prescribe them on the basis of name or 
potency alone. There should be an increasing 
awareness of their important side effects, some 
of which may have potential medico-legal 
implications. 


WALTER J. Levinsky, M.D. 


I would like to discuss the office use and work. First of all, there are five major 
abuse of some of the common psychother- groups that I wish to discuss. There are 
apeutic agents. What are they? How do the Phenothiazines, the Rauwolfia group, 
they work? When do you use them? What the substituted Propandiols, the Antide- 
side effects do you get? pressants and finally the Barbiturates. 

This is a simple scheme adapted from 
the work of Dr. Himwich. This may be 
helpful as a rational basis for prescribing 


Most of the knowledge that we have on 
this subject has been learned since our 
graduation from medical school. Our 
sources of information are usually samples, some of these agents. The illustration 
advertisements, contact with detail men (Figure I) will attempt to demonstrate 
and exhibits. I would like to take you some pain and emotional pathways. We 
may start by a simple pain reflex, as illus- 
trated by a pin prick of the finger. An 
immediate withdraw results. ‘There is no | 


through some of the very simplified basic 
physiology on how some of these agents 


Walter J. Levinsky, M.D., Temple University emotional part to this reflex. This is an 
Medical School, M.D. and M.S. in Internal Medi- automatic reflex with pain going up the | 
cine, served his residency in pathology and in- sensory pathways of the cord to the thal- 
ternal medicine there and then became an amus, thence to the cortex with a subse- ' 


Associate in Medicine on the Temple University 
staff. He was a Captain in the Army, 1946-48 que p py p 


and is certified by the American Board of In- wae and instant muscle response and 
ternal Medicine. withdrawal. 
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Current Therapy of Common Medical Problems — Levinsky 


PAPEZ CIRCUIT SENSORY PATHWAYS 


THALAMD CORTICAL 
PROJECTION 


(LIMBIC SYSTEM) 


FIGURE I 


Now let us go into this further and put 
in an emotional part of this pain syndrome. 
How does the mind react to this pain? 
This may be shown by pain coming up the 
sensory pathways with some fibers given 
off to the mid-brain reticular substance 
(reticular activating substance). This is 
one of the unconscious or the emotional 
parts of pain. From here it travels to the 
thalamus, then via the thalamo-cortical 
projections; we may then perceive it in 
the cortex. The Phenothiazines work in 
this area by depressing the reactivity and 
therefore blocking the emotional response. 
The Rauwolfia derivatives, on the other 
hand, tend to excite this area. If this 
area is depressed, the patient is languid; 
if it is excited, he is alert. 


Now we come into still more exciting 
factors regarding the emotions and pain. 
The limbic system or Papez Circuit is de- 
rived from the early brain or rhinencepha- 
lon. This is the smell brain of our ancestors. 
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This circuit is one of the basic seats of our 
emotions. If one area, the amygdala, is 
obliterated in the animal it becomes placid. 
If an associated area, the septum, is ob- 
literated we have a rage reaction in the 
animal. (The amygdala, hypocampus, for- 
nix, mamillary body, thalamus and cingu- 
late gyrus compose the so-called Papez 
Circuit.) The abnormal emotional re- 
sponse in schizophrenia and the psychoses 
such as hallucinations and abnormal be- 
havior are thought by many to originate 
in this area. The Phenothiazines and the 
Rauwolfias produce electrical convulsive 
activity here. By producing this electrical 
activity, the emotional response such as 
the hallucinations are supposedly blocked. 
Perhaps that is why these two drugs are 
particularly useful in the treatment of 
psychotic individuals. 


You will notice that through all of this, 
I have mentioned very little regarding 
the cortex. Most of the so-called tran- 
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quilizers do not work on the cortex but 
work primarily at subcortical levels as de- 
scribed. The barbiturates, on the other 
hand, depress everything including the 
cortex, limbic system, Papez Circuit, thal- 
amus, hypothalamus, etc. Meprobamate 
works on this area by only mildly depres- 
sing it and thus tending to block a painful 
situation. 


The basic seat of our emotional problems 
rests in the hypothalamus. Almost all of 
the reflexes of pain and emotional stress are 
funneled to this site. This is the “fight 
or flight” part of the brain. It controls 
blood sugar, respiration, appetite, and also 
has an effect on pituitary endocrine func- 
tion. Almost all of the abnormal or normal 
stimuli that enter the Papez System and 
reticular substance make their circuit and 
end up in the hypothalamus. The Pheno- 
thiazines, Rauwolfias and Barbiturates de- 
press this area. Meprobamate has little 
effect here. 


We now come into a different sphere of 
the so-called Neurohormones or MAO sub- 
stances. They are most heavily concen- 
trated in the region of the thalamus, hypo- 
thalamus and limbic system. These are 
namely Serotonin and Norepinephrine; 
however, there are three or four other 
ones. Like the Amphetamines (Dexe- 
drine) they ameliorate the mood. The 
Monomine Oxidase Inhibitors (MAO) work 
at these sites by blocking the destruction 
of these substances. The Phenothiazines, 
on the other hand, block their action. The 
Rauwolfias deplete the source or depots, 
of these neurohormones. Because of this 
action, the Phenothiazines and Rauwolfia 
derivatives tend to depress the patient. 


Listed are some of the common Pheno- 
thiazines. They work well in the agitated, 
hyperkinetic, tense and anxious individual, 
and have a real place in the treatment of 
psychosis. They should not be used in 
patients with significant depression. Sig- 
nificant side effects may occur. Thorazine 
can give a very serious liver toxicity which 
mimics obstructive jaundice. It is chemi- 


74 


FicureE II 

PHENOTHIAZINES 
Chlorpromazine (Thorazine) 
Mephazine (Pacatal) 
Perphenazine (Trilifon) 
Prochlorperazine (Compazine) 
Promazine (Sparine) 
Triflupromazine ( Vesprin) 
Promethazine (Phenergan) 
Thiopropazate (Dartal) 
Trifluperazine (Stelazine) 
Fluphenazine (Permatil ) 
Methoxypromazine (Tentone) 
Thioridazine (Mellaril ) 


cally impossible to differentiate the two. 
Phenergan has good anti-emetic and anti- 
histamine effects. Permatil is one of the 
most potent of this group. Most of these 
substances can mimic Parkinson’s Disease 
(rigidity, tremors, fixed facies). These 
substances can (in spite of the advertise- 
ments that claim no side effects) create 
drowsiness, tachycardia, and almost all 
of them will cause constipation. Know 
one of them well. Do not use this group 
in depressed patients. Realize that there 
may be significant side effects. 


Ficure III 
RAUWOLFIA DERIVATIVES 
Crude Drug (Raudixin) 
Purified Extract (Rauwiloid ) 
Reserpine (Reserpoid, Sandril, 
Serpasil, Serpaloid, 
Serfin) 
Deserpidine (Harmony]l) 
Rescinnamine (Moderil ) 
Syrosingopine (Singoserp ) 


The Rauwolfia derivatives comprise the 
next group. They again are most useful 
in the hyperkinetc, anxious individual 
and in the psychotic. Moderil (Rescin- 
namine) and Singoserp (Syrosingopine) 
have the unusual quality of lacking signifi- 
cant depression. They work mostly on a 
peripheral basis, and in my opinion are 
the agents of choice in the Rauwolfia 
treatment of hypertension. 
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Current Therapy of Common Medical Problems — Levinsky 


About two years ago, I had a patient 
who was admitted to a hospital in Phila- 
delphia for electro-shock therapy. He was 
a business man who was withdrawn, tear- 
ful, depressed and melancholic. He stayed 
one day and signed out. I saw him about 
a week later, very depressed and in obvious 
need of psychiatric care. He also com- 
plained of an intolerable stuffiness of his 
nose, (which was an important clue). The 
man had hypertension for which he was 
receiving four Reserpine tablets daily. The 
Reserpine was withdrawn and in about 
two weeks the man returned to his normal 
activities. 


These agents can activate ulcer disease, 
cause diarrhea, nightmares,  sialorrhea, 
stuffiness of the nose and lethargy. They 
may create a Parkinsonian-like picture. 
Do not use these agents in depressed pa- 
tients. The psychiatrist may say that in 
an agitated and hyperkinetic patient there 
may be an underlying depression. It may 
be difficult at times to ascertain this; how- 
ever, it would be wise to avoid the Rau- 
wolfia group of drugs in the obviously 
depressed individual. 


FIGURE IV 
SUBSTITUTED DIOLS AND OTHERS 


(Frenquel) 
(Suavitol) 
(Deprol) 
(Decapryn) 
(Atatrax, Vistaril) 
(Trancopal ) 
(Librium ) 

( Tolserol ) 
(Equanil, Miltown, 
Mephrospan ) 
(Ultran) 
(Dornwal) 
(Striatran) 


Azacyclonal 
Benactyzine 


Doxylamine 
Hydroxyzine 
Chlormethazone 
Chlordiazepoxide 
Mephanesin 
Meprobamate 


Phenylglycodal 
Amphenidone 
Ethylcamate 


We all remember Tolserol (Mephanesin). 
Many of the above are derivatives of this 
basic substance and lie somewhere between 
the barbiturates and Mephanesin in thera- 
peutic effect They act primarily at the 
innernuncial neurone level in the spinal 
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cord. They are good skeletal muscle re- 
laxants. They have a minimal central ef- 
fect, mainly, working on the Papez (lim- 
bic) areas and have some anti-convulsant 
effect. Ssome can control petit mal. An 
individual on long term, high dosage ther- 
apy who is suddenly withdrawn may de- 
velop grand mal seizures. Some dependence 
can develop with these agents. It might be 
well to note that occasionally these agents 
are taken with suicidal intent. Meproba- 
mate, in particular, should be mentioned. 
Severe hypotension is most striking in the 
person who has had an overdose of Mepro- 
bamate. One is apt to see a comatose pa- 
tient with all vital functions preserved, 
but demonstrating severe hypotension. If 
one can control the hypotension with ade- 
quate vasopressor therapy, the patient will 
invariably recover. 


Librium is now in popular use. I would 
like to mention a recent article on some 
significant side effects. Sixty patients 
who were observed over a ninety day in- 
terval were involved in ten minor auto 
accidents and six major auto accidents. 
This was a many fold statistical increase. 
It might be well to advise your patients 
in this regard when prescribing a drug 
that will impair driving ability. Such 
medico-legal aspects as this may be im- 
portant in the future In a similar group 
of over a hundred patients numerous frac- 
tures, falls, and dropping of objects was 
noted There appeared to be a lack of 
the so-called “righting reflex.” This may 
be impaired with overdosage of this agent. 
If one suspects ataxia from these drugs, one 
can check for this by having the patient 
stand erect with feet together. Have him 
close his eyes and nod his head, first in a 
positive manner and then, in a negative 
manner and then having him look up. If 
there is any significant ataxia, this test 
will usually demonstrate it. 


A more recent article reported agranu- 
locytosis due to Librium therapy. They 
all have a wide range of safety and are 
effective agents especially in the anxious 


75 


AGEND % 
3 
he 
| 
arg 
| 
Piven 
| 
| 
| 
| 
| 
i 
| 
| 
| 
| 
| 
| 
| 
| 
- 
| 
| 
| 
| 
| 
| 
ve 
3 
| 
| 
| 


DELAWARE MEDICAL JOURNAL 


individual. Benactyzine, which is_ part 
of Deprol, has a definite atropine effect 
with dryness of the mouth, disturbances of 
vision and should be used cautiously in 
a patient with increased intraocular pres- 
sure. Be careful with the use of these 
agents especially Librium in the elderly 
individual. Don’t give them the usual dose, 
but instead give them perhaps a third or 
a fourth of the usual dose and observe for 
ataxia. Caution them about driving. The 
difficulty with driving is apparently not 
in any cerebellar or spinal effect but is 
mainly a release of aggression and the 
euphoria of “let’s take a chance.” 


FIGURE V 
ANTI-DEPRESSIVE AGENTS 
Deanol (Deaner) 
Imipramine (Tofranil) 


(Marsilid, Niamid, 
Catron, Nardil, 


Monamine Oxidase 
Inhibitors (MAO) 


Marplan) 
Methylphenidate (Ritalin) 
Pipidrol (Meratan) 


The next group concerns the anti-de- 
pressives or so-called “psychic energizers.”’ 
Amphetamine and Methamphetamine were 
in common use prior to their introduction. 
One of the best of this group is Ritalin, 
especially in the older age group. It is 
best given before breakfast and in the early 
afternoon. One should mention Marsilid 
because of its potential serious hepatic 
toxic effects. I think it should be dis- 
carded. The Monamine Oxidase Inhibi- 
tor group have a real place in the depressed 
patient with serious illness. A case of 
advanced carcinoma with poor prognosis 
and depression is an example. Tofranil 


Space Health Check-Up 


is also one of the better of this group, but 


has significant side effects. This should 
be used carefully in the older person. It 
has a definite atropine effect with dry 
mouth and disturbances in accommoda- 
tion. One may see a Parkinson-like picture 
with it, also urinary frequency and postural 
hypotension. The elderly should be cau- 
tioned to avoid any rapid _ positional 
changes, such as getting out of a chair or 
bed suddenly because of dizziness and pos- 
tural hypotension. These agents should 
be used carefully in the elderly and in any- 
one with epilepsy or increased intraocular 
pressure. 


The Monamine Oxidase Inhibitors should 
not be used in the hyperkinetic individual, 
the epileptic or anyone with poor renal 
function. The senile depressions react 
poorly to them. They may also give 
significant postural hypotension, migraine 
headaches, hot flashes, lightheadedness, dry 
mouth and increased appetite. I remem- 
ber using Marsalid several years ago in an 
ulcerative colitis case. The patient be- 
came hungry, much less depressed and 
showed improvement. One day he called 
me aside and said, “Doctor, if I tell you 
something you won't tell anyone, will 
you?” “I know fellow who plays 
marbles with diamonds.” Here was an 
example of a toxic psychosis. The drug 
was withdrawn and a few days later his 
mental abberations cleared. 


One wonders about the future medico- 
legal aspects in the use of these potent 
psychotherapeutic agents. Would an acute 
congestive glaucoma, precipitated by one 
of these agents (in a known glaucoma 
case), make the doctor liable? 


A space-to-earth physical report will be given physicians when 
America’s first astronaut orbits the globe in his Project Mercury 


capsule. 


The space-man’s pulse, temperature, respiration, physical 


reactions, and oxygen consumption will be transmitted electronically 


to ground stations. 
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HEMOLYTIC ANEMIA IN TYPHOID FEVER 


Hemolytic anemia has been reported in 
a wide range of infectious states. In ad- 
dition to virus infections, it has been 
noted in scarlet fever, tetanus, erysipelas, 
typhus, pneumococcal septicemia, pulmon- 
ary tuberculosis, miliary tuberculosis, ma- 
laria and bacterial endocarditis. Clostri- 
dium welchii and Bartonella infections are 
well known examples of regularly occurring 
hemolytic anemia. Typhoid fever, too, is 
sometimes mentioned as a cause, but to 
judge by the scarcity of references in the 
literature, hemolysis in this disease has 
been rarely seen or not fully recognized.'- 


The total number of published cases since 
1895 stands at 32. Osler encountered one 
case in his series of 1500. Curschmann re- 
ported two fatal cases.‘ Musser and Kelly 
described one case.’ Prior to present hema- 
tological diagnostic standards, five cases of 
“acute pernicious anemia” in typhoid fever 
were described in which an attack of ty- 
phoid fever was associated with severe 
anemia showing macrocytosis with jaun- 
dice and _ In those 
patients who recovered, the anemia ceased 
after defervescence. It is considered most 
likely that these cases were actually ex- 
amples of acute hemolytic anemia and not 
addisonian anemia since confusion between 


P. A. Ruggieri, M.D., New York University 
School of Medicine, ’41, trained in internal medi- 
cine and cardiology at the Woman’s Medical 
College in Pennsylvania. He is chief of medical 
service and cardiologist to the Newcomb Hospital, 
Vineland, N.J. Dr. Ruggieri is past president 
of the Cumberland County Heart Association 
and is certified by the American Board of In- 
ternal Medicine. 
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P. A. M.D. 


the conditions was common prior to 1925. 
Lederer published his first account of acute 
hemolytic anemia, with which his name is 
associated, in 1925.'° He observed that the 
condition had been erroneously labeled 
acute pernicious anemia owing to the lack 
of recognition that macrocytosis, high color 
index and jaundice might be encountered 
in acute hemolysis. Kadrnka reported two 
cases of acute hemolytic anemia without 
hemoglobinuria.'' Flandin et al. recorded 
chronic hemolytic anemia in a girl of 
twenty which followed a mixed Strepto- 
coccus and typhoid infection.'? Castellanos 
et al. described one case.'> Wright reported 
two fatal cases in East Africans.'* Berman 
et al. found nine cases in a series of 152.'> 
Shaw, in 1951, described two cases with 
recovery, but one case was subsequently 
thought to be a case of familial hemolytic 
anemia.'° McFadzean and Choa, in 1953, 
reported six cases together with the effect 
of chloramphenicol and _ adrenocortico- 
trophic hormone.'’ 


The purpose of this communication is 
to report a case of hemolytic anemia as- 
sociated with hemoglobinuria occurring 
during the course of typhoid fever. 


Case Report 

A 45-year old, married white man, 
crane operator of Mediterranean ancestry 
was referred to the hospital by his family 
physician because of a three-day illness, 
characterized by spiking fever, chills, epi- 
gastric pain, vomiting and diarrhea which 
failed to respond to a regimen of bed rest 
and daily parenteral penicillin. According 


77 


ge 
; 
‘ 
| 
4 
‘ 
/ 
Be 
: 
f 
; 
ot 
Al 


DELAWARE MEDICAL JOURNAL 


to the patient, his illness began with epi- 
gastric distress and diarrhea approximately 
six to 12 hours after ingestion of a meatball 
sandwich obtained at a tavern. The past 
medical history was essentially negative. 
A previous history of jaundice or anemia 
was denied. The surgical history disclosed 
the performance of an anal fistulectomy 
six years prior to his present admission, 
at which time a routine hemogram was 
normal. The patient was never in the 
military and denied any previous tropical 
habitation. Typhoid immunization had 
never been administered. The exposure 
to contaminated water or other food sources 
was eliminated by history. There was no 
history of drug addiction. The family his- 
tory was negative for anemia or jaundice. 
A review of the systems revealed a life- 
long food idiosyncrasy to the ingestion of 
fowl, characterized by epigastric distress 
and vomiting. 


On admission, the patient’s rectal tem- 
perature was 105 degrees Fahrenheit and 
he was faintly icteric. Marked generalized 
hyperhidrosis was present; no other ab- 
normal physical signs were noted. In view 
of the suggestive history, a tentative diag- 
nosis of “enteric fever’ was entertained 
and the patient started on chloramphenicol, 
one gram intramuscularly every eight hours, 
and sulfadiazine, one gram every four hours 
per os subsequent to obtaining specimens 
of blood and feces for culture. The blood 
culture was reported as positive, within 
24 hours, for the growth of a filamentous 
gram negative rod, presumably belonging 
to the Salmonella group, which was sensa- 


tive to chloramphenicol and polymyxin B. 
It was not until the sixteenth day of hos- 
pitalization that positive identification of 
the organism as Salmonella typhosa was 
made. Polymyxin B in dosages of 50 milli- 
grams, intramuscularly, every six hours 
for three days was added to the antibiotic 
regimen on the second day of hospitaliza- 
tion because of a rapidly deteriorating pic- 
ture of overwhelming sepsis and toxicity. 
Sulfadiazine was discontinued at this point. 


A specimen of urine passed within the 
first three hours of hospitalization was 
prune juice in color, and serum obtained 
during this same period was coincidentally 
muddy brown in color. Spectroscopic ex- 
amination of the serum, performed by The 
Pepper Laboratory, University of Pennsyl- 
vania Hospital, revealed the characteristic 
absorption spectra for hemoglobin and 
methemalbumin. ‘The urine demonstrated 
a rare erythrocyte on microscopic examin- 
ation, but was strongly positive to benzi- 
dine for occult blood. Serum indirect bili- 
rubin was reported as 2.8 milligrams and 
the direct type as negative. A complete 
blood count disclosed an erythrocyte count 
of 3.2 million, hemoglobin 9.0 grams, hema- 
tocrit 31 percent, and reticulocytes 4.4 per- 
cent. The direct Coombs test was nega- 
tive. A sternal bone marrow aspiration 
was performed and disclosed a hyperplastic 
marrow with marked erythroid hyperplasia. 
Values for fecal and urinary urobilinogen 
were reported as zero and, in face of the 
evidence for an acute hemolytic process, 
were dismissed as probably being influenced 
by the diarrhea and antibiotic alteration 
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(10 milligrams 4 times daily) 
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Support for older 
patients 


BOLSTERS... tissue metabolism 
A interest, vitality 
A failing nutrition 


ec 1 small capsule every morning i 


Geriatric Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. Methyl e Monohydrochioride 25 mg. Vitamin E 
Testosterone 2.5 mg. ¢ d-Amphetamine Sulfate 2.5 mg. © Vitamin | a Acid Succinate) 10 Int. Units ¢ Rutin 12.5 mg. 

A (Acetate) 5,000 U.S.P. Units « Vitamin D 500 U.S.P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. « — 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as Ki) 0.1 mg. ¢ Calcium (as CaHPO,) 35 mg. © Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- Ime 27 mg. © Fluorine (as CaF.) 0.1 mg. * Copper (as Cu0) 
flavin (B,) 5 mg. ¢ Niacinamide 15 mg. « Pyridoxine HCI (B,) mg. ¢ Potassium re K,SO,) 5 mg. ¢ anganese (as Mn0,) 
0.5 mg. * Calcium Pantothenate 5 mg. ¢ Choline Bitartrate e Zinc (as ZnO) 0 Magnesium (MgO) 1 mg. ¢ Boron 


25 mg. © Inositol 25 mg. « Ascorbic Acid (C) as Calcium Ascorbate ra ; Na,B,0,. 10H,0) 0.1 4 “Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Leder'e ) 


Physicians’ and Surgeons’ 


PROFESSIONAL JOHN G. MERKEL 


Liability Insurance 


Provides Complete Malpractice Protection, 4 SONS 


Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


Physicians — Hospital — 
Laboratory — Invalid Supplies 
The New Castle County Medical Society 


The Kent County Medical Society 
The Sussex County Medica! Society 


PHONE OL 4-8818 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 
87 Years of Dependable Service 801 N. Union Street 


Phone Wilmington OL 8-647] 
Wilmington, Delaware 


If it’s incurable we can insure it 
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| antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
AC AC 


TIVITY TIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


IOSAGE 


150 mg. G.i.d. 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DAYS DECLOMYCIN DOSAGE 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 


AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


MEDICAL CENTER 


1003 Delaware Avenve 


BAYNARD BUILDING 
5th & Market Sts. 


Wilmington, Delaware 


ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


Merchandise Mart Gov. Printz Blvd. 
900 Orange Street 

513 Market Street 723 Market Street 

Fairfax 3002 Concord Pike 

Manor Park DuPont Highway 
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DORNWAL® HAS BEEN CALLED 


“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” . 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won’t interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when administered at recommended dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N. d. 
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Hemolytic Anemia in Typhoid Fever — Ruggieri 


of the enteric flora concerned with the pro- 
duction of urobilinogen in the gut. 


Other studies performed, together with 
the results obtained, were as follows: 


Cinical Course 


Fever, during the first six days of hos- 
pitalization, was spiking in_ character, 
ranging to 105 degrees Fahrenheit, with a 
gradually decreasing fastigium until the 
seventh day when the temperature became 
normal and remained normal for the dura- 
tion of his hospitalization. Cultures of 
the blood, feces and urine were reported as 
negative by the eleventh hospital day. 
Chloramphenicol was discontinued on the 
fifteenth days of hospitalization. The 
Widal test, on the fourteenth day of hos- 
pitalization, was reported as positive for 
“QO” antigen in a 1:20 dilution and for “H”’ 
antigen in a 1:80 dilution. An “O” titre 
of 1:80 was attained by the end of the 
third week. Splenomegaly was absent dur- 
ing the entire course of his hospitalization. 
Convalescence proceeded smoothly follow- 
ing the second week of hospitalization, the 


gatient being discharged on the thirty-first 
hospital day with three consecutively nega- 
tive stool cultures for enteric pathogens. 
A test for “‘Vi” antibodies was negative. 


The main hematological events during 
the course of the hemolytic process are 
set forth in the following table: 


Cephalin flocculation :- negative in 24 hours 

Thymol turbidity negative 

Malaria smear :- negative 

Mazzini :- non-reactive 

Heterophile antibody :- normal 

Donath-Landsteiner 
(presumptive) 

Immunological studies 

for auto-agglutinin, 

hemolysins (Ortho Lab- 

oratories) :- negative 

Bacteriological studies 

of organism strain for 

production of hemoly- 

sins (Ortho Laborator- 

ies) :- negative 

Stool for parasites and 

occult blood 

Red cell osmotic fra- 

gility :- normal 


negative 


negative 
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The red cell count fell to 2.7 million on 
the third hospital day, when a transfusion 
of one pint of whole blood was given and 
Prednisolone, 10 milligrams four times 
daily was started. The hemolytic findings 
persisted for two weeks following lysis. 
The urine, which was the color of prune 
juice on admission, changed to various 
shades of mahogany and remained dis- 
colored for two weeks. Reticulocyte count 
values decreased by the end of the twenty- 
seventh day. ‘The Coombs test remained 
negative on three diffrent occasions. The 
hemogram, on the day of discharge, re- 
vealed a red cell count of 4.6 million/cmm., 
a reticulocyte count of 2 percent and a 
hematrocrit of 38 percent. The routine 
urinalysis was essentially normal, and a 
benzidine test was negative for occult 
blood. <A follow-up examination of the 
peripheral blood two months following dis- 
charge disclosed the red cell count to be 
5.2 million/cmm. 

Discussion 


The evidence herein recorded supports 
a diagnosis of acquired hemolytic anemia. 
The anemia was associated with an in- 
creased reticulocyte count and the bone 
marrow demonstrated a normoblastic hy- 
perplasia. In the absence of blood loss, this 
picture alone suggests hemolysis. The 
spectroscopic demonstration of hemoglobin 
and methemalbumin in the serum, hyper- 
bilirubinenmia and hemoglobinuria com- 
pletes the picture rather decisively. 


The occurrence of hemolytic anemia in 
this case would appear to be intimately 
associated with the typhoid infection. A 
positive history for familial anemia or 
jaundice was lacking. The patient had 
received parenteral penicillin for three 
days prior to admission. Oral sulfadia- 
zine and parenteral chloramphenicol were 
started on his first hospital day. However, 
the grossly discolored urine and the muddy 
brown serum were noted prior to the insti- 
tution of the latter two drugs since therapy 
was withheld until these specimens had 
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been obtained for purpose of culture. Sul- 
fadiazine-induced hemolysis and_ chlor- 
amphenicol bone marrow depression have 
been well documented; however, the se- 
quence of events in this case would appear 
to make the argument for a drug-induced 
hemolysis inapplicable. Although there is 
no direct evidence of the precise time of 
onset of the anemia, in view of the absence 
of previous history and gradual attenuation 
of the hemolytic process corresponding with 
resolution of the disease, it would seem 
reasonable to assume that the hemolysis 
began during the course of the disease. The 
occurrence of hemolysis within the first 
two weeks is in agreement with that re- 
ported by Berman et al. 


The mechanism by which hemolytic 
anemia is produced in typhoid fever is 
obscure. The Salmonella group is normally 
anhemolytic. In 1923 Freedberger and 
Vallen demonstrated that the addition of 
bacteriophage to freshly-inoculated sheep 
blood agar plate may cause to be produced 
an hemolytic mutant.'* Schiff and Born- 
stein confirmed these findings and indicated 
hemolysis can occur if a potentially hemo- 
lytic culture is combined with a specific 
phage of adequate strength.'® These find- 
ings predicate the occurrence of hemolysis 
on the basis of a precise ratio of phage to 
bacteria; a surplus of phage would result 
in no hemolysis since live bacteria are 
necessary to the phenomenon; inadequate 
amounts of phage likewise would result in 
no hemolysis. The bacillus/phage mechan- 
ism seems most implausible in human ty- 
phoid. Hemolysis has been demonstrated 
for sheep cells only and not for human red 
cells. Since the mechanism requires a pre- 
cise phage ratio, it fails to explain persist- 
ence of hemolysis despite chloramphenicol 
control of the infection. Berman et al. 
raise the question of the possible relation- 
ship of a deficiency state prior to the onset 
of the acute disease or precipitated by the 
latter as a contributing factor rendering 
the red blood cells more susceptible to 
hemolysis. Rhoads found that animals 
with a deficiency in diet resulting in black 
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tongue were rendered hematologically sen- 
sitive to the administration of indole which 
caused a severe hemolytic anemia.’° 


Damshek and Rosenthal analyzed 36 
cases of acquired hemolytic anemia and 
found 28 to be symptomatic.?! Of these 28, 
chronic lymphatic leukemia accounted for 
eight, Hodgkin’s disease four, recticulum 
cell sarcoma two, lymphosarcoma two and 
infectious mononucleosis one. It would 
appear that if hemolytic anemia can result 
from these pathological derangements of 
lymphoid and reticulo-endothelial tissue, 
the hemolytic process complicating typhoid 
fever may result from the hyperplasia of 
lymphoid and reticulo-endothelial tissue 
which occurs as an essential part of the 
pathology in this disease. The persistence 
of signs of hemolysis, to some degree, fol- 
lowing bacteriological control of the disease 
as evidenced by the negative cultures, is 
nicely explained by this concept, since 
resolution of the pathological changes pro- 
duced by the typhoid infection is delayed 
for a second following bacteriological con- 
trol.’'’- What this concept does not ex- 


(Continued on Page 94) 
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SURGERY OF THE PANCREAS 


This article is intended to briefly survey 
some of the problems of surgery of the 
pancreas which at our present stage of 
knowledge are not commonly or fully un- 
derstood. 


Anatomically the pancreas is a double 
organ. It arises from two separate em- 
bryonic buddings of the foregut which 
normally fuse into one organ. It has a 
double blood supply from branches both 
of the celiac axis and superior mesenteric 
arteries. Histologically its cells differen- 
tiate into exocrine and endocrine portions. 
It receives a double nerve supply, para- 
sympathetic thru the vagus and sympa- 
thetic thru the celiac plexus. These nerves, 
as well as hormones from the duodenum, 
markedly influence the secretory activity 
of the organ. The endocrine hormones of 
the pancreas, insulin from the beta cells 
and the hyperglycemic-glycogenolytic hor- 


Clinton Scholes, M.D., Tufts Medical College, 
’44, interned at United Hospital, Port Chester, 
N.Y. and completed residency at Mt. Vernon, 
N.Y. After two years in the U.S. Navy, Dr. 
Scholes served his surgical residency at Norfolk 
General Hospital, Va., and at United Hospital, 
Port Chester. He is a Diplomate of the American 
Board of Surgery. Before coming to Wilming- 
ton’s V.A. Hospital, Dr. Scholes was ward sur- 
geon at V.A.C., Kecoughtan, Va. 
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@ Surgery of the well-hidden pancreas is 
complex but in properly selected cases will 
benefit patients who suffer from acute and 
chronic diseases of this organ. 


CLINTON S. ScHOLEs, JrR., M.D. 


mone of the alpha cells, are antagonistic 
and in balance control the blood glucose 
level. However, the mechanism of action 
and control of these endocrine hormones, 
which involve a complex relation to certain 
other hormones from the pituitary and 
adrenal glands, are not fully understood. 


Because of the double embryonic origin 
of the pancreas, many variations of the 
normal pancreatic anatomy are found. 
Failure of fusion of the dorsal and ventral 
buds often results in the development of 
a separate, smaller accessory pancreas. As 
each bud has a separate duct entering the 
duodenum at slightly different levels, the 
adult pancreas may have two separate 
ducts, the duct of Wirsung and the duct 
of Santorini. Either of these ducts may 
be absent, the other carrying the entire 
pancreatic secretion into the duodenum. 
An unrecognized duct of Santorini may 
complicate gastric or biliary surgery. Oc- 
casionally, fusion of the dorsal and ventral 
pancreatic buds occurs on both sides of 
the foregut giving rise to an obstructing 
ring called the annular pancreas. This 
anomaly is best treated by gastrojejunos- 
tomy. 


The pancreas, having a rich blood sup- 
ply from multiple anastomosing vessels 
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derived from both the celiac axis and su- 
perior mesenteric arteries and venous 
drainage both to the portal system via the 
splenic vein and the lumbar veins via the 
veins of Retzius, is relatively immune to 
infarction. This complex vascular supply 
and drainage, and the fact that the secre- 
tory enzymes of the panreas are fibrino- 
lytic, require the surgeon operating on the 
pancreas to use multiple ligatures to se- 
cure proper hemostasis, and drainage of 
the area is strongly recommended. 


The pancreas is a well-protected organ 
lying in the upper retroperitoneal space, 
behind the stomach and transverse colon, 
and in front of the upper lumbar vertebra 
and large muscles of the back. Prior to 
the automobile era, it was seldom injured. 
The author has recently treated a patient 
with a traumatic rupture of the pancreas 
from impact of the steering wheel post 
into the upper abdomen. A young negro 
male was brought to the hospital a few 
hours after his accident. On admission, 


he showed signs of shock and gradually 
developed a tender, rigid, and silent ab- 


domen. After treatment for shock, a 
laparotomy was performed for a suspected 
ruptured viscus. On exploration of the 
abdomen a large hematoma of the entire 
upper retroperitoneal space was _ found. 
There were a few small grey areas of fat 
necrosis in the greater omentum and a 
small amount of blood-tinged peritoneal 
fluid. The other abdominal organs showed 
no sign of injury. 


As the hematoma involved the origins 
of both the superior mesenteric artery and 
the celiac axis, no attempt to drain and 
evacuate the hematoma was made, and the 
abdomen was closed. The patient was 
treated with gastric suction and intraven- 
ous fluids. After a few days, peristalsis 
returned and a Cantor tube was passed, 
but abdominal distention increased. Ab- 
dominal paracentesis yielded a_ large 
amount of clear fluid with an extremely 
high amylase content. Subsequent para- 
centesis yielded smaller amounts of the 
same clear fluid as loculation occurred. 


82 


After about two weeks, a definite mass 
was palpable in the epigastrium and a 
second laparotomy was performed. A large 
pancreatic pseudocyst was found, and this 
was drained thru the abdominal wall. There 
were multiple adhesions in the lower ab- 
domen, and the greater omentum was a 
thin gauze-like structure completely de- 
void of fat. After this operation the pa- 
tient continued to drain large amounts of 
clear fluid thru the established pancreatic 
fistula for several months. 


He gradually gained in weight and 
strength. Some of the pancreatic fluids 
were collected and used as_ laboratory 
standard for serum amylase determina- 
tion. About six months after the original 
injury, a third laparotomy was performed 
on this patient, and an anastomosis of the 
pancreatic fistula to the jejunum using a 
Roux Y was made. Traumatic rupture of 
the pancreas, although rare, often requires 
multiple complex surgical procedures. 


Although the pancreas is rarely involved 
with the ordinary bacterial infections, acute 
and often recurrent inflammation of un- 
known etiology is frequently seen. The 
theories of origin of acute pancreatitis are 
many and will not be discussed here. Acute 
pancreatitis is generally and properly treat- 
ed by conservative measures intended to 
put the pancreas at rest. Levine tube 
drainage of the stomach with anticholen- 
ergic drugs and intravenous feeding are the 
basis of such treatment, and antibiotic 
drugs may have some value. In the acute 
phase laparotomy is only indicated when 
the presence of a mass in the upper ab- 
domen indicates the formation of a pseudo- 
cyst. Attempts to drain an acute edema- 
tous or hemorrhagic pancreas only further 
damage the organ and release more pan- 
creatic enzymes into the peritoneal cavity 
producing more shock and increased mor- 
tality. The surgeon in treatment of acute 
pancreatitis should carefully evaluate the 
differential diagnosis and observe his pa- 
tient’s progress carefully looking for defi- 
nite indications before operating. Simple 
drainage of pseudocyst thru the abdominal 
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wall is usually sufficient, but occasionally 
a persistent pancreatic fistula results, and 
later an internal drainage of such a fistula 
to the small bowel may be done. 


If laparotomy is performed because of 
uncertain diagnosis and acute pancreatitis 
is found, a simple cholecystostomy for de- 
compression of the biliary tree is recom- 
mended. The most widely held theory of 
etiology of acute pancreatitis supposes a 
mixing of the bile and pancreatic juice in 
a common channel with release of the ac- 
tivated pancreatic enzymes within the 
substance of the pancreas itself and the 
subsequent inflammation by autolysis. 
Anatomically, such a common channel is 
often found at the juncture of the distal 
biliary and pancreatic ducts above the 
sphincter of Oddi. Adequate biliary de- 
compression would prevent a reflux of bile 
into the pancreatic duct. More extensive 
procedures during an episode of acute pan- 
creatitis are extremely hazardous. 


A large percentage of those patients 
having had one attack of acute pancreatitis 
have further attacks, and with each suc- 
ceeding attack the symptoms become more 
chronic. The mortality is less, but the 
morbidity is greater. The pain is severe 
and often persists for many days. The 
shock is generally less, and the serum amy- 
lase and lipase do not rise to such high 
levels. These patients often seek relief 
of pain by use of alcohol and drugs to 
which they often become addicted. Alcohol 
is considered to be an etiologic agent of 
pancreatitis, and a patient drinking to 
relieve his pain may precipitate another 
episode of pancreatitis creating a vicious 
cycle. In chronic recurrent pancreatitis 
surgery may benefit some of those patients 
who are not addicted to drugs and whose 
general health will permit major operations 
without excessive risk. 


Surgical procedures used in the treat- 
ment of chronic recurrent pancreatitis are 
of two types: those which attempt to de- 
compress the pancreatic ducts, and those 
which attempt to denervate the pancreas 
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for relief of pain. Pain fibers from the 
pancreas pass with the sympathetic fibers 
thru the sympathetic ganglia. Bilateral 
thoracolumbar sympathetic ganglionectomy 
from T: to L: is most commonly used al- 
though various authors advocate different 
levels of ganglionic chain to be excised. 
Criticism of this operation is that it does 
nothing to prevent further destruction of 
the pancreas and that it impairs the func- 
tion of other organs which are also in- 
nervated by the sympathetic ganglia. 


Operations for decompression of the 
pancreatic and biliary tree have gained 
more acceptance although there are many 
variations. The simplest procedure of this 
type is cholecystostomy, which I have used 
on several patients some of whom were op- 
erated on for other diseases. Biliary drain- 
age by cholecystostomy was continued for 
eight weeks in a patient who had suffered 
four episodes of pancreatitis during the 
previous six months, and no further epi- 
sode of pain occurred during the following 
eighteen months. Cholecystectomy and 
proper treatment of associated biliary tract 
disease are of benefit to patients who also 
have chronic recurrent pancreatitis. Divi- 
sion of the sphincter of Oddi is advocated 
by some authors who also advocate the 
common channel theory of etiology for 
pancreatitis. It may be of value if there 
is no intrapancreatic duct obstruction. An 
operation based on a supposed intrapan- 
creatic duct obstruction consists of division 
of the body of the pancreas with pancre- 
aticojejunostomy and distal pancreatec- 
tomy. This would allow the obstructed 
main duct to drain either way. 


No operation, however complex has been 
successful for all patients on whom it has 
been tried, and no standard procedure can 
be adopted for the treatment of chronic 
relapsing pancreatitis. Total pancreatec- 
tomy may be done and the resulting dia- 
betes mellitus treated with insulin, but the 
loss of the digestive enzymes of the pan- 
creas may be difficult to replace. 


Tumors of the exocrine portion of the 
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pancreas consist of the true benign cysts 
and malignant adenocarcinomas. The 
cysts which may be congenital are treated 
by simple excision and are a problem to 
the surgeon in differential diagnosis from 
kidney cysts. Multiple cysts of the pan- 
creas are often associated with cystic dis- 
ease of the lungs and kidneys. Adenocar- 
cinoma of the pancreas is a most serious 
and unsatisfactory cancer to treat. Cancer 
of the body of the pancreas is often asymp- 
tomatic until the tumor is large and me- 
tatasis has occurred. Because of the proxi- 
mity of the pancreas to cisterna chyli, 
widespread metastasis occurs early. Oc- 
casionally, carcinoma of the pancreas is 
associated with a widespread migratory 
thrombophlebitis which is difficult to con- 
trol with anticoagulants. Carcinoma of 
the head of the pancreas usually produces 
its first symptoms when it obstructs the 
pancreatic and biliary ducts. Biopsy of 
these tumors when seen at laparotomy is 
often misleading as the biopsy merely shows 
part of the area of secondary pancreatitis, 
and the small central portion of carcinoma 
may be missed. Pancreaticoduodenectomy 
for carcinoma of the head of the pancreas 
can only be successfully employed for small 
lesions at or near the ampula of Vater 
which have not invaded the portal vein 
close by. A _ paliative cholecystojejunos- 
tomy is unfortunately all the surgeon can 
offer in many cases. 


Surgery for diseases of the endocrine por- 
tion of the pancreas may benefit patients 
having repeated hypoglycemic reactions 


who are not receiving exogenous insulin. 
Patients who have had no evidence of 
brain or adrenal disease should be explored 
with the hope of finding and removing a 
functioning adenoma of the cells of the 
Islands of Langerhans. Although the is- 
lands are usually in the tail of the pancreas, 
they may be found in any part of the pan- 
creas and in or about the duodenum or 
upper portion of the small bowel. ‘These 
adenomas are difficult to recognize on gross 
inspection and palpation as they differ only 
slightly in color and consistency from the 
normal pancreatic lobules. Frozen section 
examination by a pathologist if available 
is valuable in evaluating suspected areas. 
It at laparotomy, no adenoma can be 
found, these patients should have a sub- 
total pancreatectomy consisting of removal 
of the tail and one-half of the body of the 
pancreas to reduce the total number of 
functioning islands. Some patients may 
have hypoglycemic reactions because of a 
decrease in the hyperglycemic-glycogeno- 
lytic substance which is also produced by 
the islet cells. This substance has recently 
become commercially available as “glu- 
cagon” and may prove of value as thera- 
peutic test to evaluate suspected cases of 
hypoglycemia due to pancreatic disease. 


I have tried to present some of the sur- 
gical problems of some of my own experi- 
ence with surgery of the pancreas. It is 
hoped that further knowledge may make 
surgery of this organ simpler, more com- 
mon, and the results more rewarding to 
the patients. 


WHO'S SUED 
Whom does a plaintiff's attorney sue in 


a hospital malpractice case? 


Nearly every- 


body, Edmund J. Lyons, Wilmington, Del., 
attorney, told a recent hospital conference. 
He said, “We get the defendants fighting 
among themselves and say to the jury: ‘We 


don’t care which .. 


thing. You decide.’ ” 


. one of them did some- 
AMA News 
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THE DIABETIC AND DENTAL CARE 


@ The chronic infection associated with perio- 
dontal disease is commonly found in the dia- 
betic. Because of this, the diabetic should 
receive special attention regarding his dental 
needs. The author discusses the oral manifes- 
tations of diabetes and dental treatment plan- 


ning in coordination with the physician. 


The teeth and their associated structures 
in the diabetic are often poor which is 
unfortunate since infected teeth and oral 
sepsis can complicate the treatment of this 
disease. Many studies have shown that 
the incidence of missing, filled, or carious 
teeth and of periodontal disease (pyorrhea) 
in the diabetic is comparable to that of 
the non-diabetic; but this should not be 
construed to imply that the diabetic re- 
quires only routine dental care. 


The severity with which the various den- 
tal conditions affect the diabetic patient, 
particularly periodontal disease, can be 
extreme. In addition, the manner in which 
dental care is administered can result in 
both local and systemic complications. The 
uncontrolled diabetic would in time acquire 
great destruction of the dental appara- 
tus. This is understandable in view of the 
various metabolic dysfunctions present. 
The controlled diabetic, with proper care, 
should be able to maintain his dental 
health on a par with the non-diabetic. 


The more obvious effects of diabetes on 
the supporting structures of the teeth, par- 
ticularly in the patient under poor control, 
are deep red gingiva, usually edematous. 
The condition is generalized and there may 
be a suppurative discharge and pain. The 
destruction of the alveolar process that 
takes place will result in eventual loosen- 
ing of the teeth. It is not unusual to see 


*Staff Oral Surgeon, Veterans Administration Hospital, Wilming 
ton, Delaware. 
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large calculus deposits on the teeth. These 
depositions act as a local irritant and 
compound the destruction of the support- 
ing tissues. Decreased salivation which is 
often a marked symptom in diabetes may 
result in some degree to a drying and 
fissuring of the tongue. 


The direct effect of uncontrolled diabetes 
on the teeth themselves has not been es- 
tablished. It is not difficult to understand 
that with the aforementioned periodontal 
conditions personal oral hygiene might 
deteriorate resulting in an increase in 
dental caries. The gingival destruction 
present with its concommitant recession 
often results in a sensitivity of the teeth 
to any tactile or thermal stimulus. This 
is due to the exposure of the root of the 
tooth which lacks a protective enamel 
covering. Painful teeth may result from 
diabetic arteritis of the dental pulp. This 
condition can result in the eventual death 
of the tooth. 


The presence of infection reduces the 
body’s tolerance for carbohydrate. In the 
diabetic this condition can become critical. 
This does not imply that oral foci of in- 
fection can be considered an etiological 
factor in diabetes, but it has been demon- 
strated in some cases that the sugar per- 
centage in the urine falls to lower values 
after elimination of oral infection. 


When extensive dental procedures are 
planned close liaison between the physician 
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and the dentist should be maintained. If 
dental surgery is planned on the ambula- 
tory patient, it is best done during the 
descending portion of the blood sugar 
curve. Local anesthetic is the drug of 
choice, although a carefully controlled 
general anesthetic administered by an an- 
esthetist accustomed to diabetics is ac- 
ceptable. Preoperative medication should 
be kept at a minimum. It is important 
that the presurgical and postsurgical pa- 
tient maintains a satisfactory diet. Fol- 
lowing multiple extractions this can be- 
come a problem. Oral surgery performed 
in the hospital allows for superior control 
of diet and insulin dosage. If insulin has 
been used regularly by the patient, then 
at the time of operations, maintain the 
same total number of units in twenty- 
four hours; but divide into smaller and 
more frequent doses, irrespective of meals. 


The routine use of prophylactic anti- 
biotics in conjunction with dental pro- 
cedures has little to recommend it. Most 
postoperative dental complications are of 
a traumatic nature rather than infectious; 
therefore, attention to local measures will 
usually clear up most postoperative se- 
quelae. 


Due to the unique vascular network 
supplying the maxillary and mandibular 
arches the usual atherosclerotic changes 
present in diabetics seem to have little 
effect on healing following multiple ex- 


tractions and alveolectomy. Also it should 
be noted that diabetics appear to have no 
greater incidence of hemorrhage than do 
non-diabetics following oral surgical pro- 
cedures. 


The diabetic patient should be examined 
by a dentist three or four times a year. 
This would prevent many dental emer- 
gencies, and keep the patient conscious 
of the need for good oral hygiene. Since 
this group of patients are frequently seen 
by their physicians for physical examina- 
tions, there is little reason why gross oral 
defects should be allowed to continue un- 
treated. The doctor has a responsiblity 
to alert his patient, and encourage him to 
seek dental treatment. Vigilance on the 
part of both patient and physician in this 
area will result in the maintenance of the 
teeth and their supporting structures in a 
healthy state, and it will certainly decrease 
the anxiety that is present when extensive 
dental procedures become a necessity. 
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POSITIVE ACTION 


In answer to a charge made by James G. Patton, 
president, National Farmer’s Union, before the 
Group Health Association of America in San 
Francisco earlier this month that “the American 
Medical Association’s record concerning bills be- 
fore the 86th Congress is mostly negative,” the 


association said: 


“During the 86th Congress, the AMA issued 43 
statements on 25 bills of which only six were in 
opposition to the legislation. Such positive action 
clearly indicates that the AMA’s record is certainly 


not negative.” 
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Committees on Aging and the Delaware 
Joint Council to Improve the Health Care 
of the Aged’ 


THEIR MISSION AND OBJECTIVES. 


Interest in and attention to the needs 
of aged persons, is wide-spread. Countless 
groups and organizations are studying the 
status, capabilities and requirements of 
this important segment of the population. 


Among the organizations which are in- 
volved will be found governmental agencies 
at national, state, regional and local levels 
as well as private groups, professional and 
non-professional. This concern by so many 
with problems which are complex and 
varied has in some instances caused over- 
lapping and confusion. 


I wish to bring to your attention infor- 
mation about the activities of two groups 
operating within the framework of the 
Medical Society of Delaware. 


I wish to define the mission and deline- 
ate the purposes of the two groups which 
have their origin in the American Medical 
Association and allied organizations and 
which are of particular interest to Dela- 
ware physicians in that they are operating 
locally. 


The first of these is the Committee on 
Aging of the Medical Society of Delaware 
which has been cooperating with the Gover- 
nor’s or Citizens’ Committee on Aging, 
which represents the state in the White 
House Conferences to be held early in 
1961. 


*Read at a meeting of the New Castle County Medical Society. 
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The Medical Society of Delaware under 
the leadership of Dr. Clarence J. Prickett, 
Chairman of the Governor’s or Citizens’ 
Committee on Aging has officially and effec- 
tively supported the activities of that Com- 
mittee. 


The goal of the American Medical As- 
sociation’s Committee on Aging has been 
defined as “optimum health for each in- 
dividual.” 


With an all-inclusive objective such as 
this, it is indeed important that the Medi- 
cal profession not only join but lead the 
national movement to maintain the health 
of individuals during their earlier years, 
with the hope that thereby they will be 
able to enjoy good health in all of its as- 
pects during their latter years. 


More specifically, organized medicine 
must work with any and all who are con- 
cerned toward such objectives as the estab- 
lishment of sound public health administra- 
tion, or—in the fields of social welfare— 
nursing homes, rehabilitation and similar 
activities. 


The second group to be described is that 
of the Delaware Joint Council to Improve 
the Health Care of the Aged. It is com- 
posed of three representatives from each 
of the following five organizations: 


The Delaware State Dental Society 
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The Delaware Hospital Association 

The Delaware Nurses Association 

The Delaware Nursing Home Association 

The Medical Society of Delaware 

The representatives of the last named 
society are Allston J. Morris, M.D., Lawr- 
ence C. Morris, Jr. and Victor D. Wash- 
burn, M.D. 


The objectives of the Council are as 

follows: 

1. To cooperate with the National Coun- 
cil to improve the health care of the 
aged. 

. To identify and analyze the health 
needs of the aged. 

. To appraise available health  re- 
sources for the aged. 

. To foster effective methods of pay- 
ment for this health care of the aged. 

. To develop community programs to 
foster the best possible health care 
for the aged including the establish- 
ment of standards for accreditation of 
nursing homes. 

». To foster health education programs 

. To inform the public of the facts re- 
lated to health care of the aged. 


The Delaware State Board of Health 
has jurisdiction over nursing homes and 
is authorized to establish minimum stand- 
ards for their operation and to issue and 
revoke licenses. 


One may ask if the State Board of Health 
is, under the law, responsible for the stand- 
ards and licensing of nursing homes, why 
are we proposing standards for the non- 
official accreditation of these nursing homes. 
The answers to this question are to be 
found in the realm of human motivation, 
political pressures and the like. Suffice it 
to say that there is not only a need but 
a demand for a system of voluntary ac- 
creditation. 


The Joint Council, in cooperation with 
the Delaware State Board of Health, has 
prepared standards for accreditation by 
the Joint Council for which nursing home 
owners will be invited to qualify on a 
voluntary basis. 
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Our standards are based upon principles 
which have been found effective by the 
Joint Commission on Hospitals. We have 
taken advantage of the experience of Joint 
councils similar to ours which have been 
in existence for a year or more in Cali- 
fornia and New York. 


The Joint Council seeks to attain its ob- 
jectives in a spirit of helpfulness, mutual 
understanding and goodwill. To this end, 
meetings with groups concerned have been 
and will be held. Physicians, hospital ad- 
ministrators, nursing home owners and 
other interested persons must become ac- 
quainted with one another and discuss 
problems of mutual interest. We are con- 
fident that along this road will be found 
progress. 


Specifically, improving the health care 
of the aged will include closer liaison be- 
tween physicians, hospital administrators, 
nursing home owners, the nursing profes- 
sion and all others who have to do with 
the care of the aged. This is expected to 
result in the establishment of medical ad- 
visory committees for each nursing home. 
A clearer line of communication is needed 
between the general hospital and the nurs- 
ing home, the adoption of improved nurs- 
ing standards and records, clinical and 
administrative. There is almost no limit 
to what may be accomplished in terms of 
rehabilitation of patients, and better public 
relations, with consequent improvement in 
financial support of the medically indigent. 
It has been suggested that these people 
may be cared for as well and more economi- 
cally in nursing homes than in public in- 
stitutions, 


As chairman of the Joint Council to 
Improve the Health Care of the Aged, 
I’m constrained to make a confession of 
faith beginning with the familiar “I be- 
lieve” that the form of government under 
which we conduct our affairs in the United 
States of America and which we sometimes 
refer to as competitive economy or more 


(Continued on Page 94) 


Marcu, 1961 


4 
4 
; 
j 
- 
> 
: 
‘ 
4 
4, 
\ 
we: 
4 
4 
: 
bs 
4 
+ 
) 
3 
‘sd 


INSTITUTIONAL CARE 

Section 5 of the recent White House Conference on Aging adopted the 
following statement in introducing its report: 

“A broad spectrum of institutional facilities is essential for proper 
health and medical care for all citizens, especially the aged. These facilities 
must be provided through orderly planning to prevent duplications and 
deficiencies. The local area (city, county, or metropolitan) should be used 
as the planning base. 

“Uniform definitions of types of facilities should be developed. Each 
facility should provide, within its defined limits, the highest possible quality 
of servce. Institutional care should be provided in a manner which does 
not discourage care in the home but insure that such care is given at the 
right time and in the right place. Institutional care should encourage self- 
reliance and preserve personal dignity. 

“Quality of care in many institutions can be greatly improved. Licensing 
laws must be adequate to protect the public and must be rigorously en- 
forced. Essential to improvement of standards beyond minimum levels is 
a voluntary accreditation program, such as The Joint Commission on Ac- 
creditation of Hospitals. 

“Adequate care cannot be provided without sufficient financing, both 
for construction and for provision of services. Costs should be kept to the 
lowest possible level consonant with high quality care, through planning, 
efficient management and economical use of facilities. No needed care 
should be denied because of inability to pay, nor should the financing 
mechanism create impediments to the proper utilization of the various types 
of facilities, including the home. Everything possible should be done to 
encourage voluntary prepayment groups to expand and broaden their 
coverage over the whole institutional care spectrum, and for care in the 
home. Local, state and federal government financing will be required in 
increasing amounts to supplement individual resources and voluntary pre- 
payment. 

“Existing Federal-State matching programs’ will provide effective, 
economical, dignified medical care for our elderly citizens who need help. 
The implementation of such programs should result in the high quality of 
medical care desired. Compulsory health care inevitably results in poor 
quality health care.” 

Progress in health care of the aged calls for collaborative efforts. An 
example of such teamwork is found in the Delaware Joint Council to Im- 
prove the Health Care of the Aged, under the Chairmanship of Victor D. 
Washburn, M.D. The Joint Council has active representation from the 
Association of Delaware Hospitals, the Delaware Nursing Home Association, 
the Delaware Dental Society, the Delaware Nurses Association and the 
Medical Society of Delaware. 
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New Therapy 
Center 


Statistics 


Aspirin And 
Cholesterol 


Medical History 


U.S. Public 
Health Services 


A Delmarva Treatment Center for Physical and Occupational Ther- 
apy was opened in Georgetown at the end of February. Mr. Wilmer 
Loomis, R.P.T., is in charge of the Center for the Delaware Society 
for Crippled Children and Adults. The Center will offer service to 
patients with arthritis, strokes (CA), fractures, neurologic condi- 
tions, etc. A sliding fee schedule will be in effect, with full charges 
to those who can afford them, and free service for indigent patients. 
Mr. Loomis will be glad to show the Center, located on Rt. 113, to 
any physician who cares to see it. 


The Delaware State Board of Health reports that births in the state 

rose from 4500 in 1940 to approximately 12,000, currently. 

Anthony Vitiello, M.D., president of the Wilmington Board of Health, 

stated that oral polio vaccine will not be available until late in 

summer and suggested that all children get their polio shots now. 

Blue Cross members in the state of Delaware total 64‘, of the popu- 
lation, according to the Group Hospital Service. 


A link between the lowering of cholesterol and the use of aspirin 
is being sought, reports Lancet (November 19, 1960). Blood choles- 
terol was lowered notably in 20 patients with myocardial infarction 
and /or hypertension and peripheral arteriosclerosis who were given 
1.5 gm. of aspirin daily, with no other change in the diet or daily 
routine. Upjohn abstract. 


Fifteen published volumes of the “History of the Medical Depart- 
ment, United States Army, in World War II” are now available to 
the public. Lt. Gen. Leonard D. Heaton, Surgeon General of the 
Army, is anxious that the fate which befell previous medico-military 
histories does not befall this one. There will be forty-eight volumes. 
Those published can be purchased at a moderate cost from the 
Superintendent of Documents, Government Printing Office, Wash- 
ington 25, D.C. Several of these volume are now available in the 
Library of the Delaware Academy of Medicine. 


A new medicine cabinet has been developed to open when two par- 
ticular buttons are pressed. This will make it impossible for children 
to open the cabinet and swallow dangerous drugs. Only the second 
and fourth buttons which are spaced too far apart for a child’s hand 
to span, will open the cabinet. 

The Committee on Planning for Mental Health Facilities, appointed 
by the U.S. Public Health Service, recommended against building 
any more large mental hospitals. It is believed that ultimately all 
such institutions will be replaced by smaller community or regional 
hospitals. 
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Personal 
Glimpses 


Teething Rings 
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Leonard P. Lang, M.D., is chairman of the Memorial Hospital’s 
Committee on the new intensive care unit for patients who will need 
constant nursing attention and special facilities; Drs. Frederick A. 
Bowdle and Thomas J. Bulger are on the committee . . . Elton S. 
Resnick, M.D., was elected chairman of the Medical Advisory Com- 
mittee, Visiting Nurse Association, succeeding Harold P. Sortman, 
M.D.; committee members are Drs. Joseph H. Hughes, Stephen W. 
Bartoshesky, Katherine L. Esterly, Richard C. Hayden and David 
J. King... A. Henry Clagett, Jr., M.D., medical director of the 
Continental American Life Insurance Company, addressed the Dela- 
ware Diabetes Association on Life Insurance for the Diabetic .. . 
Robert L. Dewees, M.D., president of the Delaware Heart Associa- 
tion, headed the Delaware campaign and was responsible for solici- 
tations within the medical profession . . . Irvine M. Flinn, Jr., M.D., 
and Douglas W. MacKelcan, M.D., were appointed co-chairman of 
the medical and hospital division of Delaware’s 1961 Red Cross 
Fund Drive ... Davis G. Durham, M.D., addressed the Fleet Safety 
Section, Delaware Safety Council, on the topic “You Can’t Hit 
What You Don’t See”... William T. Reardon, M.D., gave a demon- 
stration of hypnotic technique to a group of the National Secretaries 
Association so successfully that a portion of the audience was also 
hypnotised. . . 

The February 11 issue of JAMA contained two articles by Delaware 
physicians: ‘Follow-up Survey of Club Foot” by Drs. A. R. Shands, 
Jr., G. D. MacEwen, and D. J. Scott, Jr., and “Myocardial Infarction 
Among Employes” by C. A. D’Alonzo, M.D... . Victor D. Wash- 
burn, M.D., is accepting congratulations on his recent marriage to 
Mrs. Helen Crittendon Northwood; was commended in a recent 
editorial in the Wilmington Morning News for his successful slum 
war on behalf of health and sanitation as health commissioner a 
decade ago . . . William B. Cooper, M.D., was written up in the 
Seaford News as a man of many talents as well as Seaford’s first 
surgeon ... Drs. Frank O’Brien and Robert W. Frelick directed 
discussion groups at the semi-annual meeting of the Delaware Divi- 
sion, American Cancer Society . .. Joseph Arminio, M.D., president, 
New Castle County Division, Cancer Society, spoke on cancer to the 
members of the Wilmington Quota Club... John A. J. Forest, M.D.., 
Dover, served on a panel discussing “Should A Retarded Child be 
Institutionalized or Kept at Home?” at a meeting of the Delaware 
Association for Retarded Children .. . 


Teeth of children contain growth rings reflecting their development 
history. The enamel and dentin formed are well calcified and show 
no rings if the child’s development during pregnancy was normal; a 
birth ring will be present reflecting each prenatal disturbance. Ac- 
cording to Maury Massler, D.D.S., University of Illinois College 
of Dentistry, analyses of rings in baby teeth can date the time of 
an injury during pregnancy to within one week. The study shows 
that children suffering from spastic disorders had a severe injury at 
time of birth and that mongolism may have a metabolic basis, begin- 
ning at the seventh month of pregnancy. Next group to be studied 
will be epileptic children. 
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Cditorials 


FOURTH DOWN—ONE YARD TO GO 


There is presently a bill before the legis- 
lature that would make Blue Cross of Del- 
aware subject to the rulings of the Insur- 
ance Commissioner. Proponents of this 
bill point out that this is the situation in 
a large number of states other than Dela- 
ware and argue that any group dealing in 
insurance should be subject to such control. 


Our own opinion is a bit different. We 
believe that we have at present in Blue 
Cross a well run plan that has been excep- 
tionally helpful to subscribers by reason of 
its flexibility. We believe that such flexi- 
bility would be totally lost if approval for 
any new procedure must first be obtained 
from a commission. This belief is supported 
by past experience in other states where 
swift and timely action has been made im- 
possible by lengthy public hearings and 
political maneuvering. 


It is true that the incumbent Insurance 
Commissioner is a man of talent, ability 
and integrity. It is possible that during 
his tenure of office we would see no striking 
change in the present system. It is quite 
easy, however, to see that someday Blue 
Cross could be a big political football and 
the role of the subscriber, instead of being 
the first consideration of Blue Cross, would 
be the last consideration of the politicians. 

Let’s keep the footballs in the stadia. 


APPLIED PHARMACOLOGY 


The annual meeting in Lewes contained 
a number of excellent clinical papers. One 
received with great enthusiasm by the 
members present was that by Dr. Levinsky 
of Temple. We are happy to present that 
paper in this issue of the Journal and 
deeply appreciate Dr. Levinsky’s coopera- 
tion in getting the manuscript into shape 
so promptly. 
OPTIMISTIC CHALLENGE 

November 1960 brought to the medical 
profession of Delaware an _ outstanding 
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authority on lung cancer. Dr. Richard H. 
Overholt of the Overholt Clinic has had a 
tremendous experience in his field. We are 
doubly honored in being able to present 
his paper as the lead article in this issue 
of the Journal. 


Dr. Overholt is stressing the optimistic 
outlook in this serious disease and we are 
indeed happy that a man with his experi- 
ence is in a position to give such a picture. 


Dr. Overholt has been taking photographs 
of every patient who has survived more 
than five years and he now has a collection 
of more than one hundred pictures. Mem- 
bers of the medical profession, particularly 
the family physician, must ever keep in 
mind that the prognosis of lung cancer is 
better in 1961 than it has ever been be- 
fore. We must not give up when this diag- 
nosis has been made. According to the 
principles stated by Dr. Overholt, we 
should take immediate action to see that 
the patient receives proper treatment. 


CARDIAC SURGERY 


A timely article in the February 16th 
issue of the New England Journal of 
Medicine reports on four infants with 
documented evidence of ventricular septal 
defect who showed either complete closure 
(two cases) or a decrease in the degree of 
left to right shunt to the point where it 


became of no significance. The authors 
admit that these four children were in the 
minority; most children with this lesion 
either progress with a steady down-hill 
course or, at best, remain stationary. These 
observations echo an editorial that ap- 
peared in the J.A.MA. and was quoted in 
this Journal in July, 1960 by Dr. Helen 
Taussig who warned against rushing into 
surgery for interventricular septa defects. 
Physicians whose advice is sought in the 
treatment of this condition should be fa- 
miliar with these two articles. 
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Auxiliary 


NEW CASTLE COUNTY IN ACTION 


A message from the President 


Members—Be Active! Our national organization constantly 


urges us to be 100% in attendance—are we? 


Thus far, the 


highest has been 25%. Be a member—an active one! Join in, 
participate in the many projects and interests of your Auxiliary. 
A doctor's wife, living in New Castle County, who is not yet a 


member, can easily join. 


man: Mrs. Richard C. Hayden, 


Simply contact the membership chair- 
1204 Hopeton Road, Westover 


Hills. We are very grateful to those who constitute our working 
group. namely, officers, chairmen of standing committees and 
Board of Directors and those members who do attend. 


Clelia E. Davolos, President 


The Woman’s Auxiliary to the New 
Castle County Medical Society is the 
largest in the state, with a membership 
of 234 at the present time. They meet 
five times a year in September, November, 
January, March and May at the Delaware 
Academy of Medicine. 


This year, under the able direction of 
Mrs. Joseph Davolos, the members have 
continued with their many activities: 
American Medical Education Fund, sewing 
for the Visiting Nurse Association, grants- 
in-aid for paramedical careers, Delaware 
State Hospital library aid for Florence Crit- 
tenden Home, etc. Mrs. E. T. O’Donnell 
is president-elect, Mrs. David J. Reinhardt 
III, vice-president, Mrs. Park W. Hunting- 
ton, secretary, Mrs. Joseph M. Barsky, Sr., 
treasurer, Mrs. Douglas W. McKelcan 
asst. treasurer and Mrs. Stephen W. Bar- 
toshesky, corresponding secretary. 


One of the Auxiliary’s most important 
projects is the annual luncheon, bridge, 
and fashion show for the benefit of grant- 
in-aid awards offered each year for stu- 
dents enrolling in paramedical careers in 
our hospitals in Delaware. This year it 
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will take place on Friday, March 17 at 
the DuPont Country Club. Florence 
Balut, fashion coordinator of the Master 
Furriers Guild will direct the show. 
She will show a designer collection of furs 
and Jo Robinson, Inc., of Wilmington will 
show a collection of fine dresses, coats and 
suits. The Auxiliary hopes all members 
will support this event to provide the 
necessary funds for their grant-in-aid 
program. The Health Careers Committee, 
under the direction of Mrs. James Aikens, 
has done and is doing a most able job in 
selecting girls to be awarded grants-in-aid 
and in promoting this program. 


Members of the auxiliary assist at the 
fair given the patients at the Delaware 
State Hospital each year. They also cata- 
logue the books for the patients’ library 
and take books around to the wards. They 
have also in various ways raised money 
for A.M.E.F., including a two dollar in- 
crease in dues this year for that purpose. 
A sewing group meets once a month in 
Wilmington for the purpose of sewing for 
the Visiting Nurse Association. A Newark 
group, under the leadership of Mrs. 


(Continued on Page 94) 
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AUXILIARY AFFAIRS (Continued) 


Howard L. Reed, also meets once a month 
for the same purpose. 


The programs this year have been most 
interesting and informative. In Septem- 
ber Dr. W. O. LaMotte, Jr., spoke on 
medical legislation on the state and na- 
tional level. Mrs. C. B. Luginbuhl, ad- 
ministrative officer for radiological defense 
branch for Wilmington Civil Defense, gave 
a talk on civil defense and showed a film 
on atomic explosions in November. Dr. 
Marjorie Conrad spoke on medical uses of 
hypnosis at the January meeting. Dr. 
Davis Durham will tell of his experiences 
on the medical mission ship “HOPE” in 


March. 


HEMOLYTIC ANEMIA (Continued) 
(Continued from Page 77) 


plain is the remarkably low incidence of 
hemolytic anemia in typhoid fever. 


Conclusion 


1. A case of hemolytic anemia occurring 
during the course of typhoid fever has been 
presented. 

2. The relevant clinical and laboratory 
data are discussed. 

3. A review of the literature has been 
presented. 

4. The mechanisms by which hemolytic 
anemia may occur in typhoid fever have 
been discussed in part. 


COMMITTEE ON AGING (Continued) 
(Continued from Page 88) 


familiarly as the “American Way of Life” 
is superior to that of the Welfare State or 
that of the Communist State. I cherish 
the possession of civil and religious liberty 
and I value our ability to utilize certain 
techniques of the Socialists or Welfare 
State, such as the postoffice system, Social 
Security and similar methods of govern- 
ment. 


Spokesmen for organized medicine, are 
accustomed to saying that they are op- 
posed to the enactment of this or that 
type of legislation because it will lead to 
socialized medicine. I regard opposition 
on this basis as strategically and tactically 
wrong. It is weak because it instantly 
arouses in the minds of the proponents 
of the legislation and of the public the 
belief that opposition by the medical pro- 
fession, because it will lead to socialized 
medicine, is in reality opposition based 
upon fear and selfishness. 


I have the conviction that the time has 
arrived when we should broaden the base, 
we are opposed not because the legislation 
will lead to socialized medicine but be- 
cause it will endanger and eventually de- 
stroy civil and religious liberty, and our 
form of government. 

The point which I wish to make is that 
it is not the medical profession alone which 
is involved, but every individual member 
of society. 
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In convenient tablet form... 


DELAWARE MEDICAL JOURNAL 


(BRAND OF DIPHENOXYLATE HYDROCHLORIDE WITH ATROPINE SULFATE) 


LOwers propulsive 


MOTILity 


Stops diarrhea promptly 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
Staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO ILLINOIS 
Research in the Service of Medicine 
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A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designed 
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Prevent Overweight 
Through Better Habits 


Recipes and Menus that Provide Satiety and Appetite Appeal 


The Cook Book of Glorious Eating for Weight 
Watchers fills the long-felt need for a weight 
control plan that is workable for everybody in 
the family. Realistic regimens are built around 
good, natural, readily-available foods enhanced 
by delicious methods of preparation. In place 
of “fad diets” or tasteless formulas, it provides 
for truly appetizing meals. It teaches and en- 
courages the development of the healthful eating 
habits that can prevent overweight, America’s 
#1 Health Problem. This full-color Cook Book 
contains 100 pages—248 delicious recipes each 
with calorie counts. Complete menus are here at 
3 calorie levels—1200, 1800, 2600. Calorie levels 
are related to “best” weights by sex, age, size 
and extent of activity. 


Many diets fail because they are “crash” pro- 
grams only temporary in effect. Other diets are 
unbearable because they are monotonous and 
tasteless. 


The Wesson way offers calorie controlled menus 
that emphasize appetite appeal, variety and 
satisfaction. They fulfill the recommended di- 
etary allowances of the Food & Nutrition Board 
of the National Research Council. 


you would like an advance copy for yourself, 
together with forms to enable patients to obtain 
their own free copies, please fill in coupon below. 


Poly-unsaturated Wesson is un- 
surpassed by any readily avail- 
able brand where a_ vegetable 
(salad) oil is medically recom- 
mended for a cholesterol depres- 
sant regimen. As an aid to 
physicians, Wesson has made 
available ‘‘ Your Cholesterol De- 
pressant Diet Book’’. This book is for professional 
distribution only—not offered to laymen. 


Please do not confuse that offer with this one. 
““The Cook Book of Glorious Eating for Weight 
Watchers” will be offered to the general public. It 
should be explained that this is not a reducing 
manual. Rather, it marks the first time that a 
major food manufacturer has taken so important a 
step in the interest of prevention of obesity. 
Therefore, it is expected that this new book will 
be highly useful to physicians in their practice. 


The Wesson People, Dept. M, 
210 Baronne St., New Orleans 12, La. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential 
nutrients. The principles of good nutrition are 
included to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according 
to his individual needs. 


Please send me my free advance copy of ‘‘The Cook Book of 
Glorious Eating for Weight Watchers.” 


Two dozen order blanks will be included for distribution to my 
patients who will receive free copies in return for 1 Wesson label. 
More blanks will be sent me if requested. 


(ADDRESS) 
Advance copies for physicians. ‘““‘The Cook Book 
of Glorious Eating for Weight Watchers” has 
not yet been released to the general public. If 


(CITY, ZONE, STATE) 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated. 
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patient 
unhappily 
overweight? 


brand Methamphetamine Hydrochioride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’’' Literature available on request. 

Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 

' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York a 
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How 

do 
Filmtab 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating ‘seal’? coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 
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Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS'™ To help insure optiomal nutrition 
in growing teenagers 


Each Filmtab® represents: 


(5000 units) 1.5 mg. 
(1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2 mg. 
Pyridoxine Hydrochloride............... . 0.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2mcg. 
Calcium Pantothenate..................... 5 mg. 
lron (as sulfate).................... . ... 10mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.08 mg 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 
Phosphorus (as calcium phosphate).... 193 mg. 


in table botties of 100, botties of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down" 


Each Filmtab® represents: 


.. 25 mcg. (1000 units) 
Thiamine Mononitrate.............. . 
Pyridoxine Hydrochlioride................. 2 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 


In table bottles of 100, botties of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as Sulfate).................... 1 mg. 
Magnesium (as oxide)..................... 5 mg. 
1.5 mg. 
Molybdenum (as sodium molybdate). ... 0.2 mg. 


in table bottles of 100 & 250, bottles of 1000 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—iliness, infection, etc. 


Each Filmtab® represents: 


Vitamin A......... 79 MQ.(25,000 units) 
25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
5 mg. 
Nicotinamide................ 100 mg 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin ............... 6meg. 
Caicium Pantothenate............. 20 mg. 


In table bottles of 30 & 100, botties of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


Copper (as 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as 1 mg. 
Magnesium (as oxide)..................... 5 mg. 
Molybdenum (as sodium molybdate). ... 0.2 mg. 


In table bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 


Thiamine Mononitrate..................... 6 mg. 
Pyridoxine Hydrochloride. ... 2.5 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate................... 10 mg. 
Desiccated Liver, N.F................... 150 mg. 
Brewer's Yeast Dried................... 150 mg. 


in table bottles of 60, botties of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


FILM-SEALED TABLETS, ABBOTT TM—TRADE MARK 


©1960, ABBOTT LABORATORIES 1010318 
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Percodan 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


TABLETS 


for pain 


prompt relief 
profound relief 
prolonged relief 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF — permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 


AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 
Each PERCODAN* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 
Also available—for greater flexibility in dosage—PERCODAN®- 
Demi: The PERCODAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 
LITERATURE AVAILABLE ON REQUEST 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 


ig 
ra 
E 
: 
Beg 
‘ 
= 
| 
4 
; 


effective, palatable, economical 


CREMOSUXIDINE® [ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


ST=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO. Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXKIDINE ARE TRADEMARKS OF MERCK 4 CO., INC, 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 


1 TABLET Q.I.D. 


® (carisoprodol, Wallace) 
(/ Wallace Laboratories, Cranbury, New Jersey 
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a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


Robins’ new NaClex is a potent, oral, non-mercurial NaClex produces diuresis, weight loss, and symptomatic 
diuretic that reduces edema by applying the basic improvement in edema associated with various condi- 


principle that “increased urine volume and loss of body tions. It also has antihypertensive properties and may 
weight are proportional to and the osmotic consequences be used alone in mild hypertension or with other anti- 
of loss of ions.”! NaClex limits the reabsorption of hypertensive drugs in severer Cases. 

sodium and chloride ions in the renal proximal tubules 

with a relative sparing of potassium. The body’s homeo- Available in 50 mg. tablets. Literature on request. Sold in 


static mechanism responds by increasing the excretion Canada under the tradename EXNA. 1. Pitts, R. F., Am. . 
of excess extracellular water. Thus the NaClex-induced Med., 24:745, 1958.2. Ford, R. V., Cur. Ther. Res., 2:51, 1960. 


removal of salt leads to a reduction of edema. 
A. H. ROBINS CO., INC., RICHMOND, 20, VA. 


a unique chemical structure: id 
NaClex (benzthiazide) is a new molecule which provides 
a “pronounced increase in diuretic potency’? over its 
antecedent sulfonamide compound. On a practical, 


clinical basis it is unsurpassed in diuretic potency. 
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When you choose x-ray for private practice, look 
at performance as well as the price tag. ““Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


BALTIMORE 


3012 Greenmount Ave. ¢ HOpkins 7-5340 


DELAWARE MEDICAL JOURNAL 


...the proof of the Patrician “200” 
is in the radiograph! 


DIRECT FACTORY BRANCHES 


Hunting Pk. Ave. at Ridge « BAldwin 5-7600 


XXXl 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes— everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


PHILADELPHIA 
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Kmko Background 


Emko is the result of a philanthropic 
research program established 

to seek a contraceptive that would 
prove effective in controlling 

birth rates of over-populated areas. 


For that reason, it had to be 
effective under the most 
adverse conditions... 
acceptable to women of low 
motivation . . . entirely 
different from jellies, creams 
and other methods. 


Emko Vaginal Foam was developed 
for use in Puerto Rico. 

This most successful experience 

led to the decision to 

make Emko available in other areas, 
including the United States. 


NOW YOU CAN 
PUT YOUR PATIENT’S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY 
7912 MANCHESTER AVENUE - ST.LOUIS 17, MISSOURI 
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VAGINAL FOAM 


ACTIVE INGREDIENTS: 
Nony! phenoxy polyoxyethylene ethanol 8.0% 
Benzethonium Chloride 0.2% 


USING PRINCIPLES NEVER 
BEFORE APPLIED TO CONTRACEPTIVES 


THE FIRST AEROSOL FOAM! EASIER TO USE THAN ANY OTHER 


The volume of the material is expanded EFFECTIVE CONTRACEPTIVE 
ten times to create a BLOCK OF FOAM. The foam is placed with an entirely new 
type of “Touch Control” applicator. It’s 


THIS BLOCK SEALS THE CERVICAL 0S. filled automatically by touching the open 
end to the top of the bottle. 
Only a FOAM can successfully serve this 


diaphragm-like function ... without inter- + No douching... it vanishes after use 
fering with normal intercourse or reducing 
sensory contact. 


* Absolutely no greasiness or ‘‘after-mess”’ 


* No diaphragm .. . the foam does 
the blocking 


quickly renders the trapped sperm 
immotile. 


MARGARET SANGER RESEARCH BUREAU 
INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from 
one to 22 months by 362 patients, with a total of 12 unplanned 
pregnancies. Seven of the pregnant patients admitted irregularity 
in the use of Emko. 


Two planned pregnancies had also occurred after stopping the 
use of Emko. 


A. J. SOBRERO, M.D. esearch Director 
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RNWAL® IS THE TRANQUIL 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwa! are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 


ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at recommended dosages. 


IZER 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


POW-11 
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PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENTS & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


Ail PHYSICIANS 


SURGEONS 
DENTISTS 


COME 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


W e maintain 
prompt city-wide 
delivery service 


for prescriptions. 


ef> 
CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial Ol 6-8537 WY 4-3701 
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ANNOUNCING— 
SPEGIFIGALLY FOR 
INFECTIONS DUE TO 

“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny| penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHIGH INACTIVATE 
OTHER PENIGILLINS 
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CUT HERE FOR FILING 


CUT HERE FOR FILING 


OrrictAL PacKaAce CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: | Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl! penicillin), equivalent to 900 mg. dimethoxyphenyl! penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection, 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is | Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously, Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 


(continued) 


OrriciAL PACKAGE CIRCULAR (continued) 


VICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


/n vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 meg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G: 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg. ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order: the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids. 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g.. itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral 6b. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V. 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES «SYRACUSE. NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 


AFTER 40 MINUTES 
AFTER 80 MINUTES 


a 
pa 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


f staphylococcal infections to respond to penicillin therapy is attributed to 
destroying enzyme, penicillinase, produced by the invading staphylococcus. 


penicillins: 


LIN is effective because it retains its antibacterial activity despite the pres- 


‘lococcal penicillinase. 


cal effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
, of infections due to “resistant” staphylococci, many of which were serious 


ening. 


vicillins: 
LIN has no significant systemic toxicity. It is well tolerated locally, and 
tion at the injection site is comparable to that following the injection of 


[n occasional cases, typical penicillin reactions may be experienced. 


NAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
tion on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
ormation concerning clinical experiences with STAPHCILLIN, the Medical Department of 
‘tories is at your service. You may direct your inquiries via collect telephone call to New York, 


or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


L LABORATORIES SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often ina few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


V4 WALLACE LABORATORIES / Cranbury, N. J. 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Naturetin Naturetin:K 


Sauibb Benzydrofiumethiazide 


DELAWARE MEDICAL JOURNAL 


....extraordinarily effective diuretic. .’ 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


MARCH, 


¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 ¢ 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 ma. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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even in FROM A CLINICAL STUDY* IN ANNALS OF ALLERGY 
Patients 200 infants and children, ages 2 months to 14 years 


allergic Diagnosis Perennial allergic rhinitis 
In fa nt S Therapy Dimetane Elixir 


Results in 149, good results / in 40, fair results 


Side Effects Encountered in only 7 patients (in all except one, 
the side effect was mild drowsiness) 


In allergic patients of all ages, Dimetane has been shown to work with an effec- 
tiveness rate of about 90% and to produce an exceptionally low incidence 
of side effects. Complete clinical data are available on request to the Medical 
Department. Supplied: DIMETANE Extentabs® (12 mg.), Tablets 
(4 mg.), Elixir (2 mg./5 cc.), new DIMETANE-TEN Injectable , ; 
(10 mg./cc.) or new DIMETANE-100 Injectable (100 mg./cc.). 


*mMC GOVERN, J. P., MC ELHENNEY, T. R., HALL, T. R., ANDO BURDON, K.0.: ANNALS OF ALLERGY 17:915, 1959. 


\ A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA /ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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1 small —_ every morning 
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COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 


BROAD NUTRITIONAL REINFORCEMENT 


a 
MOOD ELEVATION 


® 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. ¢ Methyl 
Testosterone 2.5 mg. « d- ee Sulfate 2.5 re. e Vitamin 
A (Acetate) 5,000 U.S.P. Units « Vitamin D 500 U.S Units « 
Vitamin B,, with AUTRINIC® Intrinsic Factor oramiaane 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- 
flavin (B,) 5 mg. © Niacinamide 15 mg. « Pyridoxine HC! (B,) 
0.5 mg. « Pantothenate 5 mg. Choline Bitartrate 
25 mg. © Inositol 25 mg. ¢ Ascorbic Acid (C) as Calcium Ascorbate 


50 mg. « I-Lysine Monohydrochloride 25 mg. © Vitamin E 
(Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. « 
Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. « lodine 
(as K!) 0.1 mg. © Calcium (as CaHPO,) 35 mg. © Phosphorus (as 
— 27 mg. © Fluorine (as CaF,) 0.1 mg. © Copper (as CuO) 

mg. ¢ Potassium (as K2S0,) 5 mg. © Manganese (as Mn0O,) 
i mg. Zinc (as ZnO) 0.5 Magnesium (MgO) 1 mg. Boron 
(as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


about 


46 CALORIES 


per 18 gram slice 


INGREDIENTS 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, 
INCLUDING CARROT, SPINACH, 


PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 

RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc 


It’s your professional privilege 
to replenish your ranks... 


Give to 
medical education 
through AMEF 


AMEF 


American Medical 


Education Foundation 
535 N. Dearborn St., Chicago 10, Ill. 


WITH AN ADDITION OF WHOLE 


PLUS DEHYDRATED VEGETABLE FLOURS, 
KELP, LETTUCE, 


., Chicage 


DAIRIES 


Fine Dairy Products 


Wilmington 
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youcan tprescribeamore 
effective antibiotic than 


ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


103204 


against gram-positive organisms. In this it comes 
close to being a “specific”? for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 
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PH] Data based on pH measurements in 11 patients with peptic ulcer’ 
5.0 4.9 43 4.9 
4.5 
45 
4.1 . 
4.0 
neutralization 
Is much 
sluminum hydroxide faster and 
2.5 
twice 
long 
with 
Minutes 20 40 60 80 100 120 


New proof in vivo' of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. 
Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


for peptic ulcer = gastritis = gastric hyperacidity 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 
“benign” 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 
tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll. 7:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLinitest® Graphic Analysis 
Record. This chart frees the physician from dependence 

on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘“‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions - familiar blue-to-orange spectrum—easily interpreted 
results - “plus” system covers entire critical range—includ- 
ing %% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINiTEST Set and each 
tablet refill package. 
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AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto Canada 
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after 5 years of research and 
41,000 patient days of clinical testing 


a new infant formula 
nearly identical to mother’s milk in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2? Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced © good weight gains @ soft stool consistency @ normal stool frequency 


nearly identical to mother’s milk ... 


e@ in caloric distribution of protein, fat and carbohydrate e in vitamin pattern (vitamin D 
added in accordance with NRC recommendations) ¢ in osmolar load @ in ratio of unsaturated 


to saturated fatty acids ¢ in absence of measurable curd tension . . . enhances digestibility 
1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and Child Feeding of the Food and 
Nutrition Board, National Research Council: The Composition of Milks, Publication 254, National Academy of Sciences and National Research 


Council, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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